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ABSTRACT 

To  help  predict  physical,  mental,  and  social  behavior 
problems  in  school  age  children,  this  longitudinal  study  intended  to 
identify  the  origins  of . dysfunction  and  the* characteristics  which  put 
infants  at  high  risk  for  future  problems.  The  study  provided 
background  data  for  the  development  of  an  operational  screening  and 
assessment  method.  The  mothers  surveyed  were  primaparous  and  were 
receiving  medical  cafe  during  the  pregnancy.  Data  were  collected 
during  the  eighth  month  of  pregnancy  and  five  times  within  the 
infant's  first  year,  from  193  mbjther-infant  pairs.  The  following 
assessment  metvhods  were  used:  mother  questionnaire,  father 
-questionnaire,  \mother  interview,  observation  of  environment, 
observation  of  parent-child  interaction^  developmental— testing,  and 
;pediatric  examination.  Four  mediating  predictor  variables  formed  a 
conceptual  framework  for  the  study:  infant  characteristics,  infantas 
environment, 'parental  perceptions,  and  mother's  life  change.  An 
Optimal  Parent-Infant  Profile  was  presented  as  a  compilation  of 
information  identified  as  being  important,  during  pregnancy  and  the 
first  year  of  life.  The  Profile  included  variables  related  to  the 
"mother  and  family,  psychosocial  support,  lif,e  change,  parents1 
developmental  expectations,  mother's  health,  mother's  perception  of 
the  infant,  infant's  health  and  sleeping  behavior,  aother-infant 
interaction,  and  home  environment.  Results  clearly  indicate  the 
parents'  major  role  in  shaping  the  child's  behavior.  However ,  the 
ultimate  goal  of  predicting  high  risk  children  can  only  be  realized 
when  data  are  collected  beyond  the  age  of  one  year.  (CP) 
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FOREWORD 


The  Nursing  Child  Assessment  Project  was  an  exciting  and  challenging 
effort  For  the  faculty,  staff. and  consultants  involved.   We  think  the  work 
detailed  in  this  report  has  broken  ground  upon  which~to.  b4uild  more  respon- 
sive and  sensitive  health  care  services  for  families  and  children. 

The  results  clearly  indicate  the  major  role  the  child's  parents  have 
it)  shaping  the  child's  environment  and  behavior;  yet  our.  system  of  .health  . 
care  is  heavily  focused  on  the  child,  particularly  in  assessment  and  screen- 
ing. ' 

The  measures  developed  and  used  ln'tyis  study  to  observe  and  find  out 
about  the  child, and  her  environment  through  the.  first  year  of  life  provide 
the  nursing  and  health  care  community  with  valid  and  reliable  means  of 
observing  and  asking  about  important  conditions  and  characteristics.  The 
importance  of  support  for  the  child's. caregivers  becomes  an  obvious  preven- 
tive health,  measure.  •  „   •  •" 

We  are  indebted  first  of  all  to  the  Division  of  Nursing,  Health.  " 
Resources  Administration,  Department  of  Health,  Education  and  Welfare  for 
their  support  in  carrying  out  the  work  of  the  contract.    Special  appre- 
ciation is  in  order  to  Dr.  Doris-Roberts,  formerly  Chief  of  the  Nursing 
Practice  Branch,  Division  of  Nursing.    Her  firm,  commitment  to  reliable 
and  valid  assessment' measures  as  an-avenue  to  improve  nursing  praccice 
made  the  task  worthwhile.    It  was  due  to  the -belief  the  Division  had  in 
the  merits  of  such  work  that  we, were  permitted  the  necessary  developmental 
time.   We  especially  thank  dessie  M.  Scott,  Susan  Gortner,  and  Harriet 
Carroll".   The  rigor  and  comprehensiveness  of  the  study's  approach  ns  highly 
regarded  by  all  who  have  been  involved  or  in  contact  with  the  effort. 

'     As  principal  investigator  on  the  project;  I  would  like  to  formally 
recognize  all  the  project  staff  who  so  loyally  and  skillfully  carried  out 
the  work.   While  many  of  the  "team"  are  recognized  in  their  authorship  role 
for  this  report,  the  ideas,  plans  and  work  of  this  project  were  contributed 
by  all.    The  Nursing  Child  Assessment  Staff  was:     ,  » 

<«ary  Abbs  1971  -  1976 

Barbara  Clark^  '    -  *      1973  -  1976 

Bernice.ColTar  ■  1971  -  1976 

Sandra  Eyres  .1975  -  1976 

Constance  Macdonald  -    1972  -  1973 

•  Sandra  Mitchell  1973  -  1976 : 

Charlene  Snyder  1971  -  1976  • 

Anita  L"endzio»j\Spietz  1971  -  1976. 

Beverly  VanderV^er  1971  -  1974 


We  were  inspired/ and  instructed  by  consultants  from  a  variety  of 
disciplines.   The  result  of  their  advice  is  reflected  in  the  comprehensive 
yet  structured  study  design  and  measures.   We  wish  to  grat.efully  acknowledge 
their  contribution  to  the  work  of  the  project.  "The  consultants  were: 

-Heidelise  Als,  Ph.D.,  Harvard  University 
•  '  T.'  Berry  Brazeltoh,  M.D.,  Harvard  University 

-Elsie  Broussard,_M.D.,  University  of  Pittsburg 
•   Bettye  Caldwell,  Ph.D. >  University  of  Arkansas 

William  Carey,  M.D.,  Pediatric  Practice  •  , 

Victor  Denenberg,  Ph.J).,  University  of  Connecticut 

Mildred  Disbrow,  °h.D.,  University  bfif/ashington 
'  Helen  Bee  Douglas,  Ph.D.,  University  of  Washington 

Setsu  Furuno,  Ph.D.. ,  University  of  Hawaii 

Elizabeth  Hagen,  Ph.D.',  Columbia  University 

Ann  Lodge,  Ph'H)..,  University  of  California 

Clifford  Lunnebor-g,  Ph.D.,  University  of  Washington" 

Mary  Neal ,  R.N.,  Ph.D.,  University  of  Maryland  • 

Ross  Parke,  Ph.D. ,' University  of  Illinois 

Evelyn  Thoman,  Ph.D.,  University  of  Connecticut. 
•  Leon  Yarrow,  Ph.D.,  National  Institutes  of' Health 

 ^A  most  important  aspect  of  th,is  study  was  the  families  who  participated. 

We  thank  them  for.  their  cooperation.    It  Was  through  the  Group  Health  Cooper- 
ative Association  of  Puget  Sound  the  families  were  recruited  to  the  study. 
We  wish  to  formally  acknowledge  the  assistance  of  the  Group  Health  admin.istra 
tive,  nursing~and  medical  staff  for  their  contributions. 

Finally,  we  acknowledge  the  continued  support  of  the  University  of 
Washington  in  promoting1  the  advancement  of  knowledge.    The  administrative, 
support  from  the  School  of  Nursing,  Rheba  de  Tornyay,  Ed,D. ,  Dean,  and  from 
the  Child  Development  and'Mental  Retardation  Center,  Irvin  Emanuel,  M.D. , 
Director,  has  been  substantial  and  sustaining. 


Kathryn  Barnard,  Ph.D.  • 
Principal  Investigator  v. 
Seattle,  Washington 
May,  1977  * 
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-CHAPTER  1  ,      ^-  . 

>v  BACKGROUND  r  - 

At  present;  too  many  children  reach  schooM'ge  with  problems  which 

no  o^rffjhas  diagnosed  or  been  able  to  remedy/  The  object  of  our  current 

project  therefore  has-  been  to  try  to  assess  infant  and-early  childhood 

•care  systems  accurately,  so  as  to  begin  appropriate  preventive  activities 

wherr  possible.  \  "  *  \'. 

^   In  order  to  reach  our  objective,  we  must  meet  two  major  requirements]. 

*  "    V.   First  of  all,  we  need  more  factual  knowledge  about  the  earliest  ! 

beginnings  of  dysfunction  and  about  those  characteristics  "of  infants  which 

put  them  at  high  risk  .for  future  problems.   Such  knowledge  must  be  firm  ! 

enough  to  show  »t  what  to  assess,  what  findings  present  potential .problems 

andvwhat  can  be  done  to  help.  ,  j 

In  particular , we  need  to  know. much  more  about' the  effects  of  the  l 

child's  environment  and  how  he  interacts  with  his  world.   What" difference 

may  It- make,  by  theJtime^he  goes  to»,school,  if  he  -has.  a  great  deal  of  en- 

vlronmental. stimulation  and  social  interaction  during  infancy?  Will  the 

amount  of  stimulation  he  has  had  be  related  to  his  developing  characteris- 

•tlcs  and  the  way  he.  reacts  Wjth  his  caretakers?  Does  the  way  parents 

behave  wi thyd&tdren  vary  according  to  what'they  expect,' and  to  what  they 

perceive"  at  the  time  ofa  child's  birth?  After  they  have  come  to  know 

their  baby,  have  their  perceptions  and' expecSt ions  changed?   Do. babies  of 

i  —   .  -   •  .  •  »  »  - 

differing  temperaments  caTl  forth  correspondingly  different  behavior  from 

the  parents?  ^And,  finally,  does  the  quality  of  parent-child  interaction 


during  early,  infancy  prefigure  later  ways  in  which  the  child  will  relate 
to  his  environment?  ^ 

-     «  ,v 

.  Al though,  these  and  similar  questions  still  await  answers,  there  is 
some  evidence  available  now  to  show  that  the  child,  his  world,  and  the 
interactions  between  the  two  affect  one  another  as  they  develop.   To  meet 
the  objective  of  our  project t  however, Jwe  must  collect  still  stager 

-  evidence ~to-buii^d  a  fim'^nwlel^  

zsndzdescribing  these  interrelationships^         *  \^  . 

.  .2.    Second,  we  need  operational  screening  and  assessment  methods  forx 

—  ~  ~     ~~  u  -  "     ~rm  ^ 

purses,  physicians, .educators,  psychologistr^nf  other  personnel  to  tee 

c "    ,  *-»*-    *  -         v.       *******  V-  '  ^ 

in  identifying  infapts. at  hTgh  risk^f-future'developmental  problems. 

*    .  .     -   "  • .'-     '     ':  '•'      ,' '  fC,  , ' 

The  many  screening  and  assessment  methods  previously  demised  lend 

themselves  better. to  research  than  to^seev4,ce; settings,  better  to  case-' 


finding  than  to  prediction.   As  yet  we  lack  useful ,*0bject1v.e  ways  to 
assess  such  infant  characteristics, as  adaptability,  typical  physical  ac- 
tivity  level,  sensitivity,  and  attenti yaness ,  We  also  lack  meaningful,  r 
accurate  ways  to  measure  such  parent  characteristics  as  perceptions  of  ' 
the  child1,  attitudes  toward,  child  rearing.r  teaching,  styles,  and  concern, 
about  child  behavior.    Th£  greatest  laok/ofall,  however,  is  our  inability 
to  measure  the  child's,  interactions  with  such  important  aspects  of  his 
environment  as  how  during  his  infancy  his  mother  relates  to  him,  and  how  * 
he  responds.       .    .  . 

-  "  To  meet  our  objective,  however,-  developing  adequate  measurement 
^methods  is* only  one  part  of  the  problem.   We  must  also  know  what  kinds  and 
combinations  of  information  are  useful  *itt  predicting  long-term  outcomes," 
whicji  ories  are  feasible  for  use  in  service  settings,  and_which  ones  canjje^ 


depended  upon  for  dec1s4,on-mak1ng.   When  found,  such  operational  screening 
\and  assessment  methods' can  provide  a  clinical  data  base  for  recognizing 
current  difficulties,  for  predicting  long-term  problems,  and  for  estab- 
lishing  preventive  and  remedial  services  for  individual  children. 

ft  \  ( 

When  screening  and  assessments  can  be  applied  systematically  to  the 
child  population,  several  critical  benefits  will  follow:  interdisciplin- 
»  ary  intervention  programs,  better  administrative  decisions  about  service  - 
resources,  and  a  factual 'baseline  for  evaluating-services. 

"In  summary,  then,  our  long  range  goaT  is  to  strengthen  preventive  care 
for  school-age  children  so  as' to  minimize  health  and  adaptive  behavior 
:  problems.  "This  can  best  be  accomplished  through  increasing  our  knowledge 
bases  about  the  origirf  of  these  problems  in  the  early  devel opmental  years. 

•Health  "protective  supervision  of  young  children  is  viewed  as  a  neces- 
sity in  our  society  (White  House  Conference  on  Children,  1970);  profession- 
al  prescriptions  for  the  frequency  of  care  contacts  reflect  the  cqncern 
for  close  monitoring,  especially  during  the  early  infant  period  of  rapid 
growth  and  development  (American  Academy  of  Pediatrics,  1972). 

How  can  the  resources  of  the  systems  for  early  child  health  care  be 

c  >  - 

more  effectively  brought  to  bear  on  the  problem  of  school-age  health, 
learning  and  behavior  disabilities?   There  are  many  difficulties  relating 
to 'the  distribution  of  care  facilities  and  the  special- needs  of  under-- 
privileged  subpopulations  as  outlined,  by  the  197ff  White  House  Conference 
on  Children.  •  &  ■  •  ' 

The  reported  prevalence  of  young  school  children  with  problems  Inter- 
faring  with  learning  .or-adjustment  varies  from  10  percent  to  55' percent 
(Denhoff,.Hainsworth  and  Hainsworth,  1972;  Rogqlsky,  1968-69;  Lessler,  1972) 


Recent  "trends"  have T  provi  ded  new  perspecti  ves  on  how  ch1ldren"aTh1gh  r1sk  ~ 
of  developmental  problems  may  be  better  identified  and  helped. 

For  example,  the  recent  cumulative. findings  about  how  children  develop 
the  ability  to  learn  and  to  relate  tojeople  and  things"  in  their  environ-  ■ 
ment  represent  important  epidemiological  knowledge  whidrhas  not  yet  been 
applied  to  the  care  system.   In  1967,-  Ca^dwell^  a  professo/of  child 
development  and  education,  reviewed  what  was  known  about  thToptimal 

learning_enyTironment^or  young^hil^n.  JJp  to  that  time  studies  had  

focused  on  "maternal  deprivation':  in  Institutional  settings  and  collec- 
tively showed-  these  children  to  be  "less  socially  alert  and  outgoing,  . 
-less  curious,  less  responsive,  less  interested  in  objects,  and  generally 
'less  advanced"  than  home-reared  children  (p.  10).   There  was  little  in- 
vestlgati on  about  the  .effects,  of  differing* environments  within  the  more; 

1  4  1  * 

usual  home  setting. .  - 

Although  cognitive  developmet.t,  usually  as  measured  by  an  Intelligence 
test,  has  been  a-  subject,  of  study  for  many  years,. only  recently  have  we 
recognized  that  children  exhibit  different  ways  of  adapting  to.and  respond- 
ing to  the  environment  as  early  as  birth  (Brazelton,  1973).  -And,  immediate- 
ly after  birth,  babies  begin  the  acquaintance  process  with  others;  of 
particular  Importance  is  the  way  they  attach  to  the  caretaking  parents 
(Klaus,  Jerauld,  andL  Kreger,  1972;  Kennell,  Jerauld  and  Wolfe,  1974; 
Kimball,  1967;  Kennedy,  1973).    In  the  first  weeks  of  life  they  establish 
ways  of  behaving  reciprocally  With  their  mothers  (Thoman,-1975),  and  the  - 
quality  of  interaction  with  their  animate  and  inanimate  environments  as 
5  they  continue  the  learning,  growing,  developmental  process  from  birth  to 
3'years  of  age  correlates  with  later  learning  behaviors  and  cognitive 


skills  (Yarrow,  Rubensteiri  and  Pedersen,  1971;  El ardo,  Bradley  and 
Caldwell,  1975). 

In  the  late  1960s  and  early  1970s,"  the  work  of  Yarrow  and  his  col- 

♦ .        u_  ^  *   -  /  ; 

leagues  at  the  National  Institute 'of  Child  Health  and  Human  Development 

*<  * 

made  a  strong  contribution  to  understanding  cognitive  and  motivational 

/  .   .  * 

development  in  early'childhood.    A V ramework  they  have  suggested  for  the 

influences  on  .child  development  is  quoted  here  because  of  its  congruence 

with  other  contemporary  findings  and  its  useful  perspective  for  preventive 

child  care.  ■  /  4 

.  .  .  early  influences  operate  through  a  sequential  .chain  of 
''/mutual  interactions  between  the  child  and  the  environment;  If 
the  early  environment  encourages  motivation  to  interact  actively  - 
with  peopleoahd  to  explore^objeqts,  it  may  set  in  motion  a 
sequence  of  interactions  which  may  be  self-reinforcing  and 
thus  self-perpetuating.    Inherent  in  this  Interpretation 'is 
the.  view  that  the  child's  intellectual  and  personal -social 
development  occurs  in  a  field  of  reciprocal  interactions  with  y  -> 
people  and.objects  in  his 'environment.   The  infant  affects  his^ 
environment,  nat^mply  by  selectively  filtering  stimulation 
*     through,. his  individualized  sensitivities,  but  also  by  reaching 
out ^acting  on  the  environment.    (Yarrow «  Klein,  Lomonaco  and 
Morgan,  19^4^p^m]3,  14).  "  •  ,    .  ^  / 

Only  recently  have  techniques  become  available  to  define  and  quantify 

the  qualities  of  infant  environment  such  as  maternal  perception  of  the 

newborn  (Broussard  and  Hartner,  1971),  the  developmental  stimulation 

which  objects  and  persons  present  (Yarrow,  Rubensteln  and,  Pedersen,  1975; 

El  ardo,.  Bradl  errand  Caldffell ,  J275),  and  the  mysLlAJdrtch-  infants  and 

parents  interact  (Thoman,  1975;  Yarrow,  Rubenstein  and  Pedersen,  1971;. 

.Bronson,  1974).   These  observational  techniques  enabled  studies  which 

increase  knowledge  about  the  early  epidemiology  of  child  physical,  cog-4 

niti ye,  social  and  emotional  development.   They  also  hold  promise  that  we 

may  use,  similar^ techniques  in  clinical  practice  to  help  children. 


^Prediction  in  child  development  has  been  uncertain,  "partly  -because 
thfe^results  of  commonly  used  methods  of  assessment  such  as  developmental 
tesw  show  instability  over  time  during  the  early  years  <of  life  (Bayley, 

"1970).   There  has  been  considerable  concern  that  the  dimensions  being- 

.        "     ■*  •   •  ,    "  - 

^asured  by  these  tests  in  early  childhood  are  different  from  those  which 

can  be"tapped  after  two  years 'of  age  (Rutter,  1970).   Since  the  early 

-years:-are-so\important  in  establishing,, patterns  of  behavior,  motivation,. 

andvl earning,  it  means  we  must  know  the  precursor  dimensions  which  need  to 

be  assessed  to  activate- preventive_care._']4e_cannot  emphasize  'too  strongly 

'<«  -     '  .    »    .  ..    a  ;  '  -     '  Tr~rT3 —     .  —  r~~~r 

that,  if  we  wait'unti.1  the  results  of  tests  in  later  years  show  develop- 

mental  delays,  the  process  of  assessment  becomes  casefinding  rather  than 
:  predictive  prevention.  •  ' '     *,  " -  - 

In  recent  years  there  has  been4. increasing  emphasis  on  preventive 
'health  care  and  health  maintenance  activities.  Jhey  were  reinforced  for 
children  when  Congress  passed  the  1967  amendments  to  Title  XIX  of  the*  - 
"Social  Security  Act;  under  this  aot  screening,  diagnosis  and  treatment 
.  for  children  of  medically  indigent  families  was  added  to  Medicaid.  The 
resulting  program,  Early  and  Periodic .Screening, -Diagnosis,  and  Treatment 

(EPSDT),  is  administered  locally;  program  contents  and  activities  vary 
«•  «  .  i  ,  ■ 

across  states.   The  general  intent, -however,  is. described  in  a  guide  for  . 

EPSDT  programs  by  Frankenburg  and  North  (1974)  under  the  auspices  of  the 
American  Academy  of  Pediatrics,.   This* is  a  thoughtfully  prepared  protocol 
suggesting  the  optimum  screening  of  children  from  birth  to  21, years.  ? 

If  one  examines  this  protocol  as  an  authoritative  guide  to  what  prob- 
lems sh6uld  be  screened  for,  methods  for  the  following  are  included: 
immunization  status,  dental  disease  and  care,  eye  problems,  hearing, 


growth,  development,  tuberculin  sensitivity,  bacteHurla,  anemia,  sickle 
cell  diseases,  lead  absorption.   A  physical  exam  is  also  advised,  as. is  an 
interview  with  the  mother.    For  the  very  young  child  these  last  two  pfo- 
cedures  are  focused  on  age-relevant  physical  problems,  the  family's 
health  history,  possible  chjld  abuse,  feeding,  sleeping,  and  selected 

4 

developmental  behaviors  appropriate  for  chronological  age*. 

If  one  examines  the  EPSDT  guide  to  determine  the  current  state  of  the 

:-   .  -  ■  %  \ 

art,  in*  Screening  measurement,,  it  is  evident  that  there  is  unevennessnof — 


capability  across  conditions.  For  some  problems,  such  as  vision,  hearing* 
-and-anfemi^-4re~haAte^et^^  andchbrms  against  which  to  make 


decisions  about  normalcy  in  the  clinical  setting.    For  other  problems 
less  progress  has  been  made.    For  example,  Ft ankeaburg  .and  North  evaluate 
the  methods  of  screening  for  emotional  'problems  as^few  and  unvalidated. 
They  advise  local  psychologists  and  psychiatrists  to  go  about  It  in  whajtr 
ever  manner  suits  them  individually.    As  far  as  mother-child  interaction 
is  concerned,  there,  is  one  ijtem  on  the  physical  exam  for  children  2*ryears 
to  10  years,  "mother's  and  child's  reaction. toward  each  other  during -A 
examination,"  which  the  examiner  is  to  rate  as  normal  or  abnormal.  For 
younger  children  the  item  scored  similarly  is  "mother's  attentiVeness  to  ~ 

J  » 

child^s  comfprt  and  safety  during  examination."  "  '  / 

The  EPSDT  screening  protocol  exemplifies  the  need  to  Incorporate  new 
knowledge  and  techniques,  and  to*  broaden  the  disciplinary  base  to  attack 

child  developmental  problems.  r 

*.  *  » 

Current  screening  and  assessment  practices  for  young  children  have 

*  *  •  '  *,  , 

been  questioned  for  their  focus  on  the  physical  aspects  of  well  being  „and 

their  adherence  to  the  medical  model  (Meier,  1973).   Although  no  one 


doubts  the  importance  of  physical  health  maintenance,  there  is  now,  a 
realization  that  it  1s  only  one  of  the  aspects,  of  child  health  which 
requires  att^ion^Trotter,  1975)V 

With  Increasing^awareness^of  health  manpower  shortages  and  maldis- 
tribution,- there  has  been  a  growing  effort  tajnake  maximum  efficient  use  „ 
of  personnel  at  all  levels  and  from  all  types  of^traT^  drive  has 

been  accompanied  by  spokesmen  for  the  complementarity  of  roles  (Bates, 
-1972)  antkthe  need  to-iit-ilize  broadty^^ 


Along  with  greater  utilization  of  non-professional  members  on  the  health  , 
•^am*  the  roles  of  professionals  have  been. realigned.    In  the  field  of 

maternal -child  health,  nurses  have  been  assuming  increasing  responsibility 

for  the  care  of  children,  especially  for  supervision  of  their  growth, 
.-development,  and  health  maintenance  early  ft  life  and  before  the  develop-, 

ment  of  acute  conditions  or  dysfunction.  '  This  development  is  a  logical, 

«<  -t  *  (  (  * 

one-,   nurses  are  the  health  professionals  with  whom  children  most  often  / 

-  % 

come  1n  contact  during  Infancy.   These  contacts  are  made  1h  many  settings: 

maternity  wards  an&  nurseries,  well  child  clinics,  pediatricians1  offices,., 

and  1n  the  children's  own  homes.  _ 
*       .»  *     *  *  * 

The  availability  of  human  resources  ami  the  evolution  of  roles  within 

■  *  »  *  c    t ' 

care  systems  are  only  part  of  what  should,  determine  the  appropriateness 


of  personnel  for  a  job;  it  is  also .necessary  to"consider.  the  disciplinary 
skill  relevant  to  the  needed  care.   An  understanding  of  normal  child 
growth  and  development's  long  been,  a  part  of.  nursing  education.    Of     — ■ 
even  greater  importance  are  the  n'urturant  activities  and  supportive 
skills  most  likely  to  be  required  in  helping  families  and  their  children 
with  characteristics  that  put  the  child  at  higher  risk, for  health,-  learning 
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and  behavior  disorders..'  .Several  studies  have  shown  the  effectiveness  of 
nurses  in  the  area  of  maternal -child  care,(Chappell  and  Dragos,  1972; 
Hoekelman,  1975).   At  the  same,  time,  studies  also. indicate  room  for 
improvement  (Korsch,  Negrete,  Mercer, "and  Freemon,. 1971) . 

•  *  . 

During  the  1960s, -the  Division  of  Nursing  of  the  U.S.  Public  Health 

-.    •  .  '  — '   ■•>•  <    .  • 

Service  was1- mindful  of  the  problems  of 'young  children,  the  trends  in 

.health  manpower,  and  the  potential  benefit  that  nursing  could  bring  to 

„chil development  care.    Intramural  work  was  undertaken  consistent  with 


the  aim  of  increasing  the  scientific  basis  of  nursing  practice  and  the-" 

r     "*  o  c  t 

useof  systematic  techniques,  for  problem  identification..   This  work 
fncludTd^n^^erimentaKtest  of  the  use  of  the  Denver  Developmental 
Screening  Test  in  qo^nU-y^nursing  care  settings.  .The  results  demon- 
strated the  complexities  of  iden^yi^tey^lopmental  problems  in  . 
infancy,  the  need  for  a  broader  conceptual  ap^r^hY-and^thejiecessity  of 
an  increased  armamentarium  of  child  assessment  methods.- for  nurses. 
-     .%  Continuing  the  motivation  to  make  early  identification  of  children 
with"  potential  developmental  problems  a  systematic  part  of  nursing's 

■.  reper£oire,tthe  Division  of  Nursing  sponsored  a  related  effort  bufHTori 
\.  •         ,  ,  '      "  ■  » 

thei.r  past  experience*.  In  197;1  the  Division  contracted  with  the  University 
,  "  it  '  . 

of  Washington1  to  develop  and  test  systematic  methods-  for  nursing  assess- 

ment  of  the  health,. and "development  of  infants  and  young  children.   A  • 

"— — : — — - —  •  . 

1  Contract  #NIH-71-4174-   

Project  Officer  1971-1974   Dr.  Sandra  Eyres,  Division  of  Nursing  _ 
1974-1976   Dn.  Susan  Gortner,  Division  of  Nursing 

Principal  Investigator  1971-1972  .Dr.  Madeleine.  Lelninger 

1972-1976   Dr.  Kathryh  Barnard, 


'  .  \    '      ■"      '  1.9 
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summary  of  the  contract  scope  of  work  follows: 
1.   To  re/iew  existing  research  to  Idenftfy  factors,  associated  with 
:    ch-Ud  health  and  development,  to  evaluate  11  nstruments  and  methodologies 
providing  for  the  measurement  of  those  factors,  and  to  draw  impUca-  - 
•   t1ons,fo.r the  process  of  nursing  assessment  and  Intervention.    .  , 
2.l^irdTvelop  a  format  for  nurs.ng  assessment  by  selecting  factors  offer- 

1ng  a  profile  of  the  health  and  developmental  status  of  the- Infant 
_^aj^BrjschDoJjth:tldlai^   : 


3U_Jlo_Jtes-t  feasible  assessment  fonr.ats.1n  a  longitudinal  itudy-of  a 
cohort  o.f  Infants  and  mothers  to  determine  the  Inter-observer  re- 
liability" of  the  ^assessment,  methods  j  the  relationship  of  maternal  ■ 
-and4nfant_^axac^  the  first  year?  of  I1fe4*>  Infants.' 

health  and  developmental^ outcomes  at  one'^year  of  age,  the  most 
efficient  methods  for  testing  those  factors  showing'a  relationship  ^ 
with  infant  outcomes;  the  validity'of  the  nu.rslng^eyaluatlons  com-  , 
pared  w1  th.  other  ^standard  ones,;  and  the.  subject  variability  between 
assessments.  ,  ;  c.. 

,  InVrder  to  accomplish  the  charge  of  .the  contract,  a  period  of  fact 
finding,  exploration,  synthesis'  and  planning  was  undertaken.   The  specific 
aims  of  this  period  were:.        '        .  .  *  *.  •  ■« 

1.  To  ^xplorV"the  current  trends  iri  health  care  programs  so  that, the 
methodsdeyeloped  would  be  compatible  in  the  context  of  services.  . 

2.  Jo  establlsh/Hljrough  review  of  literature  and  .consultation  with 
current  investigators,  a< knowledgebase  in  the  fields  related  tq 


child  health  and.  developmentr 


3.   To  specify  the  child  health  and  development  problems  wh;ch  the  methods 


would  be- designed  to  assess. 

4.  To- determine  the  high  risk  characteristics  of  the  problems  necessary 
to  identify  target  groups  for  preventive  care. 

5.  To  find  the  existing  tools  and  measurements  for  the  problems  and  high 
risk  characteristics  most  suitable  to  service  based  on  validity,  re- 

-    liability  and  feasibility. 

6.  .  To  design  tjhe  next  siudy  phase  based  on  a  synthesis  of  the  findings^ 


CHILD  SCREENING  AND  ASSESSMENT  IN  HEALTH  CARE* 
Contact  with  agencies  providing  care  for  infants  and  their  families 
and  a  survey  of  the  relevant  literature  brought  into  focus  several  issues 


pertinent  to  the  applicability  of  this  project:  •  „, 

a.  ,  There  . is  an  upper  limit  oh  the  resources  of  child  care,  systems.  '  The 

most  urgent" question  js  how, to  allocate  the  available  care  resources 
to  the  infants  and  families  most  in  need  of  them  so  as  to  do, the  most 
good;    '  .  — - 

b.  -In  order  to  make  decisions  about  care  distribution  and  methods,  an 

»  *  ♦ 

information  base  is  needed  to  document  budgetary  requests  andrplan 
clinical  activities.   Because  there  isdiscontent  witn  traditionally- 
used  data,  interest  exists  in  broadening  indorsation  to  include 
---  -social  and  environmental  factors  as  bearing  on  child -development  and 


care._      ,  / 


In  the  process  of  providing  care,  extensive  information  about  infants 
and  families  accumulates.   Much  of  this  information,  however,  does 
not. have  the  same.meaning  across  practitioners  and/or  families,  is 
not  part  of  a  systematic  problem  identification  program  or  is  ifot 
utilised  in  decision  making. flJRerPttris  used  for  decision  making^ 


the  rules  often  differ,  across  practltlpners  and/or  families. 

d.  Systematic  child  screening  for  health  and  developmental  problems  1s 
^receiving  Increasing  attention  as  a  means  of  obtaining  the  jieeded 

Information  for  decision  making.   Although  the  appeal  1s  strong, 
numerous  warnings  have  been  voiced  about  the  level  of  personnel 

 irejujj5J^thjB„dl£fjxujities^^  pr^d4^*g^W(i^roblem^we^ 

.  to  legitimately  eliminate  a  low-risk  grou^fr()m_f5Xlow-up,  the  In- 
efficiency of  concentrating  all  resources  on  a  high  r1sk~gfoUpT'the 
wasteful  ness  of  uneval  ua'te^.  screenl ng  activities ,  the  .need  -to 
.  accompany  screening  with  adequate  diagnosis  and  treatment,-,  and"  the 
social, -ethnic,  and. ethical  considerations  surrounding  screening 

-  norm's  and  labels  (e.g..,  Rogers*  1971;  Meier   1973;'-  Alberman  and, 

"i,  •   -         "•■  1 

Goldstein,;  1970;  r^orthi  1970) .  * 
'  '    '  u  ' 

e.  Although  screening  1s  usually  considered  a  #wklentfjndjng_ activity 

Initiated  by  the  care  system,*there  1s  some  evidence  that  the  process 

^of  problem  Identification  during  care  contacts  which  the  family  has 

Initiated  also  needs  improvement^  Routine  clinical  Information  ', 

gathering  could  be  Improved, -especially  for  psychosocial  and  develop- 

mental  problems,  through  systematic* consideration  of  parental-  con-  ;■ 

cerns  "(Korsch,  6ozi1  and"  Franc1sfTl968i  Korsch,  Negrete,  Mercer  arid 

Treemon,  1971;  Barnard  and  Collar;,  1973).  1  •  ; 

In  preparing  to  devise  screenl ng}assessment  formats-  for  chU^J  develop- 

mental  problems,  we  have  heeded  these  various  findings,  trends  anH  opinions.*- 

"In  defining  screening  we  have  followed  the  lead  of  Lessler  (1972): 

Screening  is  the  acquiring  of  preliminary  information  about 
characteristics  which  may  be  significant  to  the  health,  education, 


ERIC 


or  well-being  of  the  individual,  and  which  are  relevant,  to  his 
life  tasks.   The  means  of  data  collection  must  be  appropriate 
:and  reasonable  with  regard  "to  the  economics  of  time,  money," 
and  resources  for  dealing  with  large  numbers  of  persons.  •  (p.  193).  s 


Assessment,  as  we  use  the  term,  refers  to  a  second  level  of  pr 


blem 


Identification;  applied  to  a  high-risk  group  it  attempts  to  define  more 
exactly  the  problem. or  possible  causes  so  that  appropriate  care  can  be 

 ■  \  •       >-  ._  * 

giveti.  While  screening  is  applicable^  to  the  total  population  at  rij>X» 
assessment ,activi ties  are  more  appropriate  for  those  with  a  recognised 
potential  problem,  often  within  a  formal  care  structure.  I.  , 

The  information-gathering  process  in  screening,  besides  being  I the* 
first  step,"  is  systematic  and  statistical  in  approach.*   Clinical  assess- 
ment  applies  more  artistry  and  professional  acumen  in. eliciting"  iifForma-  ? 
tion  and  synthesizing  conclusions.   The  clinician  seeks  any  and  all  informa 
tion. considered  pertinent,  the  better  to  understand  individual  variations. 

Because  screening  is  applied  to  a  larger  population,  the  level  of  • 
expertise  required  to  be  feasible  and  the  cost  per  information-gathering 

•    .  _^          -  s 

contact  should  be  less  than  for  assessment  contacts.  Because  screening  is 
a  primary  technique,  the  probability _of  finding  specified  problems  }s  less 
per  jajitect'tfian  for  assessment.  t  .  '  „  , 

There  are  also  differences  in  the  evaluation  of  these  two  major  prob- 
lem-finding activities.  Screening  methods  are  usually  tested  against  more 
thorough  diagnostic  findings  for  the  ability  correctly  to  identify  people 
with  the  problem  (sensitivity)  and^he  ability  correctly  to  identify  peopl< 
without  ihe  problem  (specificity).  '  Peer  review  is"  more  typically  used  to 
evaluate  the  quality  of  deeper  assessment  activities. 

Some  of  the  differences  in  perspective  between  screening  and  clinical 


assessment  are  summarized  In  Figure  1.1,  These  dichotomies,  hoover.,  anp. 
not  alwayTlc^d-irHtoe^j^aJ.  world;  some  flexibility  1n  opera tlonaUzlrfg • 
problem-finding  systems  1s  deTlrableT^r^ajnpJ^  need  not  6e 

restricted  to  public  health  mass  programs;  systematlcall^o&ta^n^f-^ 
Uminary  information  1s  a  usefuTroutlne  step  1n  nurseries,  1n  maternity, 
wards,  and  1n  well-child  care  settings.       .»  J 

In  pursuing  the  analysis  and  therapy  of  child  problems  a  flow  from, 
•lesser  to.  greater  training  and  specialization '1s  env1s1oned,-_Eigure  1.2 
shows  this  screening  and  assessment  process.   Th1st diagram  was  based  on 

a)  the  need  to  make  the  hesl*use  of  lesser  trained  health  personnel, 

b)  .  the  risk  factors  which  have  already. been  studied  which  allow  certain 
target  groups  of  children  to  be.  delineated,  c)   the  time-consuming  nature' 
of  more  definitive  assessment  and  testing,  and  d)   the  greater  expertise 
required  for  more  "c*ompel ex. assessment  and  diagnosis.  The  various  stages 
shown  1n  this  health  care  model  do  not  represent  departures" from  existing^ 
systems.   Rather,;. they  represent  guidelines. for  the  project  1h 'order  to  be 

compatible  with  today's  trends  1n  health  caw. 

.  •       .  v  . 

"The  designation- of  high-risk  need  not  be  done  with' an  excluding  or 
^selective  screening  Intent;  those  children  falling  1n  low  risk  categories 
"need  not  be  excluded  from  care  or  subsequent  problem  Identification.  One 
of  the  major  advantages  of  a  sound  primary  Information  system" 1n  our  view 

.  «      -  *  t 

,s  the  opportunity  to'deslgn  different  types  or  patterns  of  care  for 
different  people.   When  families  . of  different  educational,  economic-,  and 
social  backgrounds ^sbow .different. types  and  amounts  of  childhood  problems, 
there  Hs  little  support  for  the  belief  that  there  1s  a  jingle  definition 
of  optimum~care.\ 


.  ■         *  FIGURE  1.1.  ^      ,  '  '. 
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.   We' concur  fully  with  the  need  to  accompany  problem  identification 
with  appropriate  intervention.'  There  1s  no  point  '1n  finding  problems  for 
which  no  care  is  given.    In  this  regard*  it  is  Important  to  link  the  develop* 
ment  of  screening/assessment  formats  with  knowledge  of  what' can  be  done  to 
help,    :   -_   ,       -     '  ,  ,    '       /    -  ' 

9       '      CURRENT  KNOWLEDGE  IN  CHILD  HEALTH  AND  DEVELOPMENT        -     '  '  , 
.1,  ,  '•    Developmental  Outcomes.  r  . 

A  review  of  the  literature  was  completed;  ^nd- extensive  contact  was 
made  with  research  consultants  from  a  wide  range  of  disciplines...  These  ' 
efforts  outlined  the  prevalent  problems  in  child  health,  and  development, 
the  state  of  knowledge  about. their  precursors,  problems  1n  measurement,  and 
issued  that  would  have  to  be  dealt  with  in  operationaHzIng  systematic 
-assessment  techniques.   Si  rice -the  published  200-page  referenced  report  of 
-the  literature  is  available  (Barnard  and  Douglas,  1974)  only  summaries  are 
Included1 ,1n  this  report.-         ,    v      /,  /  . 


Mental  Development  <^ .      -  - '  ~  "  !  ^  ' - 4  *  -  ' 

By  far  the  most  common'  developmental  outcome  studfied  is  mental  devel"- 
'opment,  usually  measured  by  an  intelligence  test.   Most  broadly,  "mental  ( 
development"  or  "'cognitive  development"  is  taken  to  subsume  the  foil  owing..:. 
'     learning,,  reasoning,  thinking,  remembering, -analyzing^- developing  con-, 
cejrts,  and  for.  some,  language  development.   All  tests  which  purport  to 
assess  mental  development  will  touch,  on  some  or  all  of  these  skills*   But  * 
by  no  means  do  all  tests,  do;  so  1n  the  same  manner. 
.    ,  There  1s  a  basic  disagreement  among  those  who  devise  assessment  pro- 
cedures  as  to  the  fundamental  nature" of. the  developmental  process.  The 
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most  common  tradition  assumes  that  mental  development  is  basically  a 
quantitative  process:   increments  of  knowledge  or  skill  are-added  either 
directly  as  a  result  of  growth,  or  as  a  result  of  interactions  with  the 
environment.    If  one  begins  with  such  an  assumption,  then ~the_ problem, of  .._ 
■assessment  is  one  of  sampling,  the  normally  Acquired  skills  at  several  ages,, 
/and  comparing  the  child  with  the  "normal  rate  of  acquisition."  This. 
<    -  assumption  underlies- the  vast  preponderance  of  tests  for  assessing  mental 

development  in  bojth  infants  and  older  chi,ldr^a^djs__ci 
'  *:  resented,  in  thTiaVley  Scales  of  Mental  and  Motor  Development. 

Alternatively!  one  may  assume  that  mental  development  is  basically  a 
-     *"  series  of  qualitative^ 

.skills  and  knowledgeV  but  these  are  organized  into  new  systems  as  develop- 
i  ment  occurs.   Each  of\ these. new  systems  is  an  outgrowth  of  the,  one  which 
■        r.       precedes  itr  and,.  to-Jsess  a  child  properly;  it  Is  necessary  to  determine 
'Ci      —        how  far  he  has  progressed  along  the  series,  of  stages  of  development. 

'  Gesell  anrf  Pla'ge^  h'avejejmphasized l  oua11tat1v^hanges^n~^he  deveiop- 
*    .      fnentaf  process.   Although  Pi agetr has.  not  developed  a  mental  scale^er  se , " 
several  of  his  American  followers  have  begun  to  do, so,  e.g.,, the  Infant  ,  1 
'    ■   c        Psychol ogica.1  .Development  Scale  by OJzglris  and  Hunt  (1975;);.  The  funda- 
:         "mental  purpose -of  such  scales  is  to  place  each,  child  at  some  level  of  the 
normal   sequential .pattern  as- compared  to<a  criterion  group.   Such  scales 
appear  to  hold  more  hope  for  diagnostic  purposes  than  has  been  the  case  for 
infant  or  -childhood  "intelligence"  tests.  .:. 

In  addition  to  standardized  tests,  there  has  been  increasing  use/in 
%  .  recent  years  of  a. host  of  other  measures,  each  tapping  a  ilngle'aspect  of. 
"  the  child's  functioning,  and  each  hopeful ly  predictingjater  cognitive 
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development  effectively.   These  include  "attention  span,"  "rate  of 

»    '  "       \  -  - 
iituation,"  and  "activity  rate.".         -  :  " 

SeveraThphyilcal  factors  have  been  Identified  as  influencing  mental 
development,  Est|maST~dn-the  contribution  of  heredity  range  from  40  to 
;80i  percent,  but  there  1s  agreement ^h>t-th^mpact,  at  least  on  skills 
measured  by  standardized  tests,  1s  considerable. .  "Physlcal^tates  at  birth 
d- nutritional  states  during  Infancy  and  childhood  also  affect  cognitive 
development;  howey^Mnferences  from  studies  of  these^factors  are  unclear 
due  to  confounding  or  mediating  environmental  influences. 

Environmental'  factors  such  as  parent  education  and  social  class,  en- 
vironniental  Impoverishment  or  enrichment,  and  compensatory  educational 
programs  are  also  associated  with. mental  development.   The  research  on 
these  factors  shows  that  more  knowledge  1s  needed  of  ways  wherein  the  en- 
vironment Influences  mental  envelopment  and  Interacts  with  other  factors.  . 

Tmajor^problem  jn  measuring  mental 'capabilities  has  been  the  lack  of 
correlation  between  tists^urlng.lnfahcy^and  those  ^ne^aftef^wo  years ,^f_^~/-i. 


ror 


lest-  implications"  'Important  to  this  projec 


age.   One  of  the  stroi 

to 

reviewing  the  literature  oh  mental  development  1s  this:   if  predicting 
mental  development  at  school  age  is  of  Interest,  more  is  needed  for  pre- 
diction  than  ratings  of  the! child's  mental  development  1n  Infancy.  One 
must  somehow  simultaneously Iconslder  his  physical  health  andjthe  nature,  of 
ihe  environment  in"wh"i(:h  he"  |s  growing  up. 

Social  Development 

Social  development,  often  paired  with  emotional  development,  1s  prob- 


ably-the  developmental  outcome^  about  which  the  least  1s-  known  in  terms  of 
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what  ts  considered  either  "normal"  or  even  generally  desirable.  Defining 
the  term  "social",  is  critical,  since  the  term  elicits  such  diverse  associa-  x 
tions  as  emo'tiona'l  illness'and  psycho-pathology,"  pertsonali ty  and I  temperament, 
"phases"  of  negativism  or  shyness,  acculturation,  and  the  presence  or  ab- 
sence of  such  socially  approved,  personal-care  skills  as  using  a  spoon. 
For  the  purposes  of  this  project  a  broad  range  of  behaviors  has  been  . 
defined  as  social,  including  those  an  infant  brings  into  his  world  that  may 
be  expected  to  affect  how  others  respond  to  him,  as  well  as  those  be- 
haviors which  appear  to  be  dependent  on  the  behavior,  of  others.   We  con-^^ 
sider  "emotional^ behavior"  only. within  the  broader  context  of  social 
behavior.   Although  the  arousal  of  emotions  and  manner  of  expressing  them 
are  closely  related  to  experiences  with  people,  we  realize  that  there  are 
distinctions  between  emotional  and  social  behavior:   not'  every  emotional  " 
response  is  evoked  by  a  socialstimulus,  and  not  all  social  behavior  'is  " 
associated  with  an  emotional  response.   Contemporary  research  in  infant 
"development,. however,  recognizing  that  no  process  develops  or  appears 
independently  in  the  young  child,  tends  not  to  isolate  either  emotional, 
social,  perceptual,  .cognitive,  or.  learning  processes  from  one  another. 
Current  work  on  the  social  development  and. behavior  of  infants  may  be 
~  grouped  in  two  broad  categories:   studies  focused  on  how  infant  behavior 
is  affected  by  various  kinds  of  socially  mediated  inputs,  and  studies 
centered. on  the  relatively  stable  individual  characteristics  of  the- infant 
which  presumably  affect  the  way  others  relate  to  hiiror  her.    It  is  clear 
that- a  ..single  infant  behavior,,  such  as  crying  or  smiling,  may. be  studied 
by  some  as  dependent  on, peoples »  response  to  the  infant,  while  treated  by- 
others  as  a  characteristic" which  the  \nfant  brings  into  a  social  situation 
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and  which  has  a  powerful  effect  "on  his  environment.  These  approa'ches 
point  up.  the  essentially  InteVaTtYve  character  of  social  development. 

A  number  of. studies  have  attempted /co  demonstrate  individual  differ- 
ences and  stability  in  selected  behaviors  without,  -in  some  cases,  ex'- 


plicitly  trying  to  relate  these 'behaviors  systematieallyHo  any  social 
consequence.-  Such  studies  have  examined  the  tendency,  of  neonates,  to 
respond  to  various  kinds  of  stimuli^  individual  differences  among  infants 
1n  jtheir  response  to  soothing;  individual  differences  in  activity  level, 
and  differences  in  response  to  a  fearrprovoking  situation.   One -charac- 
terise c  in  which  infants  differ  markedly  is  behavioral  variability  itself.' 
The  unpredictable  infant  can  complicate  mothering  because  of  the  difficulty 
in  timing  maternal  behavior  appropriately 

•   Perhaps  the  best-known  studiesjrf  stable ^^Jj^fdaal__dilferences  among 
infants,  and  their  contribution  to  pa rent- infant  interactions  are  those  of 
Thomas,  Chess,  Birch,  and  Hertzig  (1963).   This  group  has"  identified  nine  y 
categories  of  behaViors  or  characteristics" that  are  relatively  consistent 
during  the  first  two  years:    activity  leve,l,  rhythmici'ty  or  predictability, 
approach  or  withdrawal  from  new  stimuli,  adaptabilHy  to  new  or  altered 
situations,  intensity  of-fe'action  or  energy  of  response,  response  threshold, 
quality  of  mood,  distractibility  from  ongoing  behavior,  and  attention  span 
or  persistence  in  the  face  of  obstacles.   An  infant's  "reactivity"  pattern 
is  composed  of  these  nine  elements.   Various  clusters  of  behaviors  are 
-discernible;  for.  example,  the  "difficult"  child  exhibits  Irregularity^ 

*  £ 

withdrawal  from  new  situations,  non-adaptability,  intense  responses,  nega- 
•  tive  mood,  and  nondistractibility  from  pngoing  behavior.   This  child's 
effect  on  his  immediate  social  environment  may  well  differ  markedly  from 
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that  of  a  chiller  displaying  medium  activity,  regularity ,  adaptlyeness, 
approach  tendencies  to  new  situations',  mild  Intensity  of  response,  posi- 
tive-mood,-dlstractibtlity  from  ongoing-behavior,  and  persistence.  

  Another  g^oup  of  stud1es-attempts-to"f1nd  out  whether  there  are        ;~  " 

stable  di f ferences  among-the-behavJors_Of_mcithers  or  other  caretakers 

-s  "  ~ 

which  can  be  related  systematically  to  differences  1n  Infant  behavior. 
In  this  approach,  the  Infant's  characteristics  are  considered  the  dependent  ^ 
variable*  Influenced  by  parenting  practices  and  attitudes  and  various  kinds 
of  .stimulation.  '  Exemplary  of  findings  from  such  studies  are  relationships  • 
between  the  quality  of  mother-child  Interaction  and  Intellectual  function 
of  the  child,  between  mothering  behaviors  and  attachment  of  "the  infahVto____- 
-the-inether ,  between  ca^^  ability  to  cope  with  stress, 

and, between  maternal'  responsiveness  and  Infant  crying. 
.  ^    Sometimes  "social"  tests  include  behaviors  which  might  be  considered 
communicative  and  cognitive,  even  though  1n  practice  an  Individual's  social 
development  score  may  be  contrasted  with  his  scores  oh1 language  and  mental 

tests.   The  most  widely  used,  standardlzed-.lnstruments  for  assessing  social 

*    •  -v  •   -  •  " 

development  are  those  Unking  the  display  of  adult-encouraged,  personal-care 

skills  to  an  age  chronology.   Such  Instruments  Include  the  V1nel  and  Social 

Maturity  Scale,  the  Gesell  Developmental  Schedules,  the  Denver  Development-  . 

al  Screening  Test,  and  the  Developmental  Profile,  by  Al pern  and  Boll. 

Although  not  specifically  designated  as  tests  of  social  development,  -" 

the  Infant  Behavior  Record  from  the  Bayley  Scales  of.  Infant  Development 

and  the  Ordinal  Scales  of  Infant  Psychological  Development  by  Uzglris  and 

Hunt  are  also  significant.   The  latter.scales  Include  one  called  the  Scale 

k  of  ,Vocal  and  Gestural  Imitation.   The°degree  to  which  an  Infant  Imitates 
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Important  adults  In  his  environment,  as  well  as. the  maturity  of  his  1m1-    *  • 
"  tatlon,  may  well  be  related  to  the  encouragement  and  delight  such  Imitation 

recel  ves .   The  research  of  Wachs ,  Uzgi  r1  s ,  and-Hun  t_.(3  971)  supports  Jtb-ls  ^ 

hypothesis.  Conversely,  the  Infant  who  readily  minks  what  he  views  1n 
others  is  thereby  providing  Important  social  feedback,  which  Influences 

•    others'  reactions  to  Mm.    -  ~    ~      =  :    ~~~  ~"  . 

.    »   There  1s  a  great  lack  of  data  relating  Infant  characteristics  to  be- 
haviors observed  in  later  childhood  and  tojitoft^soclal -funct16Wfh^7"The 

v    most. useful  current  cours"e~~appears  to  be  to  Identify  the  behavioral  charac- 
teristics on  which.  Infants  vary  while  s1multaneouslyj^atin5„soc.i^-1Japuts- 

— HPrairthe  environment  to  those  characteristics.   Such  documentation  would 
add  to  the  needed  predictive  ability  1n  a  way  which  the  studies  of  specific 
phenomena ^-e.g.,  response' to  strangers,  cannot  do.   Defining  and' assessing 
social  development  is  problematic  because  spcial  outcomes  are  so  closely 

J- -tied  to  other-  developmental- outcomes  au<l  because  1t  is  difficult  to  arrive 
at  unbiased  conclusions  about  "good"  or  "healthy"  social  functioning.  'v 

t  ■  & 

Nevertheless,  1f  screening  and  assessment  method?  that  will  locate  and 
eventually  provide  help  for  potentially  unhealthy  children  are  to  be  con- 
strutted,  some  judgments  cannot  be  avoided.   The  most  critical  behaviors-, • 
probably  are  those  whereby  the  Individual  can,  affect  his  social  environment. 
The  infant  who  possesses  a  limited  repertoire  of  communication  signals  or  v 
'social  responses,  or  who  lacks  varied  and  systematic  means  of  affecting 
or  progressively  changing  his  environment,  is  particularly  disadvantaged. 

v    Language  Development  -  * 
Language  has  been -defined  as  a  code  or  system  which  speakers  have 


1.23 


learned.  Such  a  code  includes  four  distinct  aspects:   (1)  phonology— the'  . 

'  /      Jjjr  ,        '  ■  * 

specification  of  units  of  sound  (phonemes). which  compose  words  and  other. 

.'  ■  j   

;fenis;jLnJanguageiJ^)jnorpJaoXogy^   . 

meaningful  forms  (morphemes)  and  the  specification  of  the  ways  these  forms 

may  be  modified  and  placed  in  varying  contexts;  (3)  syntaj^tte^pecl fi=- — 

cation  Of  the  p^ttei!t»s2.in-whioh-1inguistl^lrorms  may  be^arranged  and  the 

ways  these  patterns .may  be  modified  or  transformed  in  varying  contexts; 

(4)  semantics— the, specification  of  the  meanings  of  linguistic  forms  and 

-  .  "  ~-       -  .  -•'<%' 

syntactical  patterns  injr^atjOT_to jobjects ,  events,  processes^,  attributes^ 
and  relationships  in  human  experience.-  ,  . 

A  language. disability  affects  many  aspects  of;a  child's  life.  Failure 
to  attain  skill  in  language  usage  may  hinder  the  child's  overall  learning 
capacity.   Experiments  have  demonstrated  the  importance  of  language  In  cog- 
nltlve  areas  such  as  concept  formation,  problem  solving,  thinking,  and 
1ean»i.  „.   Related  to  Intellectual  and  cognitive  development  is  the  effect . 
of  a  language  disability  ^academic  progress.   In  the  early  grades  of 
school,  the.  child  rcay  suffer  1n  many  areas  because  of  the  value  that  many 
classrooms  place  on  the  child's  verbal  ability.   Emotional  and  social  prob- 

!  .  .      -  - 

lems  may  also  develop  1n  the  child  with  a  language  disability.  Poor  com-  , 
munlcatlon  with  adults  an*  peers  can  result  1n  frustration  and  feelings  of. 
failure.  ,  ,  * 

There  a're  prerequisites  for  communication,  Including  certain  anatoml-* 
cal  systems  by  which  to  receive  and  produce  speech  stimuli.   The  potential 
Intellectual  capacity  with  which  a  child  1s  born  has  been  found  to  influence 
the  rate,  quantity,  and  quality, of  language  performance.   At  the  low  ex- 
tremes  of  intelligence,  language  may  not  develop.  It  Ras  also  been 


proposed  that  the  neuro-phys1o]og1ca!  maturity  of  certain  brain  centers 
can  Influence  the  "readiness"'  for  language ^development. 


It  appears  that  heredity  and  maturation  account  for  the-appearance'  o.f 


early  oral  beh^^fs2J^h30abbl:lng-at^6-tcr9  monthsT-slnce  these  J>e-_ 
havlors  occur  even  1n  deaf  Infants  or  when  there  1s  no  environmental*  ^ 
language  stimulation.-  The  appearance  of  later  developmental  advances, 
■SuchJas-the-f1rst  word  at  approximately  ,1  year,  appears  to  be  the  result 


of  the  addition  of  a  third' variable,  environmental  ■ stimulation.  Many 

:  V   "       '  ■ 

studies  have  concluded  that  language  1s  superior  1n  quantity  and  quality 

1n  the  upper  socioeconomic  levels.   While  socioeconomic  status  may  be 

thought  of  as  an  Intervening  variable  between  environmental  factors  and 
■  .  '  •  \  -  '  r 

language  development,  1t  1s  more  significant  to  define  those  specific 

characteristics  of  family  patterns  and  parental-child. Interactions  which 

'  \  ■ 
Influence  subsequent  language  behavior  1n  children.    Studies  have  shown 

relationships  between  the  acquisition  of  language  skills- and  factors  such 
as  models  provided  by  the  adults^ 4 n  the  environment,  the  amount  of  exposure 
to  adults,  the  degree  of  maternal  permissiveness,  and  the  "expanding"  done 
by  parents,  1.e.»,  repetition  of.  the  child's  speech  using  a  similar  well- 
"formed^duft  equivalent.  "  V.  \ 

Emotional  disturbances  In- children  producing  anxiety  feellnqs  or  de- 
ficient self-concepts  are  found  to  be  bask  components  in  many  types  of  .  » 
distorted  Interpersonal  verbal  communications.   Deficits- in  expressive „and 
receptive  language  are  associated  with  neurotic  and  psychotic  disorders  1n 

childhood.   Stuttering  1n  young. children,  for  example,  hasXbeen  associated 

."  ■ '         "  •  '  ■  -  *\     ».  •  . 

with  maternal  compulsiveness,  overprotect1on,.and  covert  or  overt  rejection. 


•Nonverbal  communication  also  -has-an'  Important  effect  on  the  natural  growth 

and  progre^slojij^Unguage^.-^  — —     '  r~ 

Possible  reasons  for  language  disability  are  many.   A  deeper  assess-^ 
ment  1s  required  to  Identify  them  and  their  beneficial ^therapy:   among  them 
are  hearing  loss',  oral  sensory  deficit;  dyslexia;  minimal  cerebral  dys- 
function; psychosis;  behavior  disorders;  mental  retardation;  environmental 
deficits*  such  as  sensory,  emotional,  and  cultural  deprivation  or.lncompe- 


.  \  — 


tent  Instruction.  ?  7  : — r— : 

The  first. year  of  lifers  an  extremely  Important  period  for  the  develop- 
ment of  communication  patterns  and  pre-language  skills.   For  example,  smiling 
and  eye  contact  are  perhaps  the  beginning  patterns  of  communication,  and 
cooing  and  babbling  may  be  a  rehearsaLfor  the  first  words*.  At  the  jnoment 
of  the  Infant's  first  cry  at  birth,  communication  patterns  and  pre-language 
activity  begin.   Pre-language  development  Involves:   (a)  all-sounds- related 
to  crying. present  at  birth  which  undergo  modifications  during. childhood  and 

persist  throughout-life,  andjb).  sounds  emerging  at  6-8  weeks,  blending  Into 

-  *           ■                                                "  * 
acoustic  productions  of  speech.   These  sounds  begin  with  brief  cooing  


noises,  usually  following  the  smiling  responses,  The  Infant's  smiling 
.  provides  Information, about  an  important  communication  signal  that  estab- 
lishes social  bonding  between  mother  and  infant.  Social  smiling  may  begin 
as  early  as  the  third  week  of  tife.   After  4  weeks  the  smile  1s  predictable. 
•Eye-to-eye  contact  is* "an  interchange  that  mediates,  a  substantial  part  of 
*  the  non-verbal  ,  transactions  between  human,  beings"  (Robson,  1968,  p,'9£). 
.  By  the'  fourth  week  true- eye-to-eye  contact  1s  effective,  as. 1n  evoking  a 
smile. 

Althoughl^dstages^fjanguage  development  (such  as  crying,,  cooing, 


r  I 


ERIC 


\ 


•        .       ■                 ■  —■               *      «  • 
babbling  first  words,  and  word  combinations)  havejbeenj^en^  

yearsT^there  is  no  systematic  definition  of  the  small  progressive  steps  of 
"language  learning.  7CurreTJ^tests,  particularly  screening  tests  such  as  the 
Denver  Developmental,  are  concerned  with  a  narrow  range  of  linguistic  be-  < 
havlors.   Through  time  constraints,  the  assessment  of  language  development 
in  screening  tests  fails  to  be  comprehensive. 

Current  tests  designed  specifically  to  evaluate  language  development 
also,  have  serious  limitations.   Due  to  the  problem  of  cooperation  in'  the 
70tmg-eh444c_many  language" teste  resort  to  the, informant-interview  method. 
Tests  relying  exclusively  on  the  mother's,  reporting  the  child's  language 
behaviors  must,  to  be  valid,  have  carefully  worded  questions  and"  inter- 
viewers trained  to  prevent  biasing  of  information.   These  tests  by  inter-, 
view  include  the  Developmental  Profile,  the  Verbal  Language  Development 

Scale,  and  the-Receptive-Expressive  Emergent  Language  Scale.  , 

•       •      .  *,  ■»  '  "  X  . 

Language  tests  which  use  direct  observation  of  the  child's  language 

behaviors  (e.g.,  the  Receptive,  Expressive,  Phonetic  Language  Scale),  Wten 

lack  specific-  instructions  for  stimulus  presentation  and  response  r^quire- 
■      •  ••  •         "    •  '  •    l_  ' 

ments.   Because  examiners  may  vary  in  their  method  of  stimulus  presentation 

and  their  criteria  for  evaluating  .responses,  such  instruments'  have  doubtful 

'*  -  "  " 

reliability.  ..      '   *  . 

* /Another  limitation  evident  1n  some  current  tests,  such  as  the  Utah 

/  -  ~  '  ' 

Test  of  Language  Development,  which  may  adequately  assess  language  functions 
1n  children  over  1  year  of  age,  1s  that  they  Ignore  the  Important  pre- 
ilngulstic  skills  1n  the  first  year  of'llfe.   An  attempt  to  meet  all  these 
various  deficiencies  was  made  by  Hedrlck  and  Prather  (1975)  in.  their  develop 
ment  of  the  Sequenced  inventory  of  Communication  Development. 


Before  2^yesrs  4f  age  a  ' child's  knowledge  and  use  of  language  1s 
difficult  to  assess.   The  ability  to  put  words  together  1h  a  meaningful 
pattern,  perhaps  the  most  Important  part  of  communication,  1s  not  function- 
al  until  after  that  age.   In  the  first  two  years  the  language. skills  ex- 
pressed  determine  the  focus  of  tests  for  the  youngster,  I.e.,  articulation; 
souad  discrimination,  and  vocabulary  size.   As  new  development  stages  are 
reached,  the  tests  can  tap  other -dimensions  of  language  ability.  So  perhaps 
ft  1s  not  surprising  that  few  predictive  correlations  result. 
1     The  relationships, between  .language  competence  and  environmental,  stlmu- 
atlon,  such  as  the  amount  parents  talk  with  the  child,  the  encouragement-  . 
they  provide  and  the  exposure  to  diverse  experiences  and  objects,  suggest^ 
another  tack  for  prediction.   Perhaps  the  environment  would  be  a  more  use- 
ful  predictor  of  language  development  than  early  language  per  se . 

Physical  Growth,  Development,  and  Health 

Physical  growth  and  development  constitute  one  of  the  best' studied, 

outcomes  1n  child  health.   Even  though  such  growth,  being  Influenced  by. 

•  •   ■  •  j 
environmental  as  well  as  genetic  factors  1s  complex,  1t  1s  un  .extremely 

valuable. Index  of  a  person's  health  and  well-being. 

By  most  definitions  growth  1s  the  Increase  1n  size  of.celis,  tissue, 

and  body  parts,  while  the  process  of  development  Implies  an^lncrease  1n 

. complexity,,  differentiation  of  tissue  and  function.   Although  children  vary 
greatly  1n  the  rate  at  which  they  develop,  in  their  tempo  of  growth,  the 
organization  of  growth  Is  normally  a  regular^ process.  When  this  process' 
1s  disrupted  by  environmental  influences  such  as  Illness,  malnutrition,  % 

•  .or  stress,  growth  may  sto^p  temporarily*,  yet  will,  quickly  proceed  .to  "catch 


up"  to*  the,  prior  patterij  when  normal.  cbTidltions-are  resumed.  

•       *     »  •  ..**»•  „ .  ■ 

•Technically,  the  definition  of  "failure  to  thrive"  Is  given  as  a  rate 

of  gain  Irf  length  and/or  weight  le^s  than  the  value, corresponding  to  two 

standaraVdeyUtlons  below  the  mean  dU.r-1  van  Interval  of  at  least  56  days 

for  infants  lesT^n^3months  of  age  and  during  an  interval  of  at  least 

3  months  for  older -InfantsT^tMnftnt  gaining  1n  length  or  weight  below  ! 

the  10th  percentile  expected  for  hjs  age  should  be  regarded  as  "suspect" 

(Fomon;  1967,  p.  11>.   The  conditions generally  associated. with  the  problem 

of  failure  to  thrive  in  the  young  child  are:    (1)   Inadequate  f|pod  intake; 

(2)   recurrent  vomiting;  (3j   abnormally  great  fecal  losses-food  malabsorp 

tlon;  (4)   high  energy  requirements;  and  (5)   stress  which  causes  increased 

,  •  ■  *  * 

cortisone  output.     -  v  '  •  •       .  . '  .*,,. 

'   There  1s,  another  common  growt^ problem  1n  which  physical, measurements 
are  clearly  abnormal:   low  birth  weight./  Weight  at  birth  and  gestational, 
age  have  traditionally  been  used  as  t'he  chief  Indicators  of  the" adequacy? 
of  Intrauterine  growth,  and  "premature"' was  the  word  used  to  describe 
Infants  below  the "norm  In  either  or  both  dimensions.   An  Important  attempt 
to  distinguish-between  these  two  was  the "WHO  recommendation  that  "low  birth 
weight"  be1  applied  to  Infants  weighing  2,500  grams  or  less  at  birth,  while 
"premature"  should  be  reserved  for  Infants  whose  gestational  age  was  less 

than  37  weeks.   ■.  \        '  *    '  ... 

In  a  recent  publication,^ Owen  (1973)  reported  on  a  conference' on  the 
Assessment  and  Recording -of  Measurements  of  Growth  of  Children  held  at *the. 
American  Academy  of  Pediatrics  1n  November,. J 971,.  The  group  of  experts  '  . 
examined  the  measures  of  physical  growth  1n  use  1n  the  United  States  and  ; 
concluded  with  a  number  of ^recommendations.*  Height,  weight,  and'  head 


circumference  were. the  dimensions  suggested  for  measurement.  Skinfold 

thickness  was  excluded  through  the  cost  and  technical  difficulties  Involved 

■  ■  . '  •       "  /  *   *    -  *   ■  - 

^  in  Its  use  and  through  the  absence  of  reference  standards- for  this  variable. 

The  suggestion  for,  frequency  of  measurement  of  these  three  recoifimended 

(ctors  (i.e.^  height,  weight,  and  head  circumference)  was  that  they  be 

measured  at  birth,  before  newborn  hospital  discharge,  and  at  1,2,4,6^12, 

•         /•  ^  - ' 

18,24,30  and  36  months  of  age;  thereafter  height  and  weight  should.be 

measured  at  yearly  intervals.      ,  \  .       -  ! 

In  addition  to  suggesting  ways  to  dbtain  the  recommended  measures - 
accurately;  the  conference  spoke  to  methods  of  interpretation.   The  general 
idea  was  to  see  whether  the  child  is  typical'in  comparison  with  his  peers. 
The  age,-  sex'awd  genetic  potential  must  be  considered  in  comparing  the 
child's  growth  with  descriptive  norms  obtained  in  past  studies.   No  definite 
criteria  Jiave  been  established  for  the  amount  of  deviation  constituting  ab- 
normality.   One  assumes  /.however   that  the  le$&  typical  the  child  1s^  com- 
pared with  these  normsj  the  more  likely  he  *is  to  have  an  unhealthy  condition 


needing  further  assessment. 


There  are, a  variety  of  normative  growth  curves  available  foiy cljnical 
use.   The.  American. Academy  of  Pediatrics  recommended  the  head  circumference 
standards  developed  by,Nellhaus  (1968)  and  the  height  and  weigj/t  standards 
of  Stuart  and  Meredith  (Children's  Hospital  Medical  Center).  /The  latter 
growtn  curves  cover  the  ages  of  birth  to  28  months.   While  pVobably  the 

best  for  current  use,  they  have  been  criticized  as  current/anthropometric 

/ 

norms;  they  were  developed  in  1930.  to  1946  by  Dr.  Harold  C.  Stuart  from 
measurements  of  white  children  of  North  European  ancestry  living  in  Boston. 
Since  both  heredity  and  environmental  factors  i nfli/ence  growth  and 
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development,  the  progress  of  any  child  results  from  a  complexHntGractloh 
between  many  different  factors'.   Findings  have  consistently  showed  d1fferr 
ent  timing  1n  growth  dejiendlng  on_sex_of.. the  child;', g.1rl*_  mature  physically 
faster  than  boys.   Sex-spec1f1c  norms*must  therefore  be  used  1n  assessing 
,chilcf  growth.    Racial  differences. have  been  found  for  white  children's  and 
black  children's  body  proportions,  but. the  height-weight  findings  suggest 
v.that  differences  are  due  to  socioeconomic  status  rather  than  race. 

Children  from  different  socioeconomic  levels  differ  1n  body  size  t 
all  ages.   The  British  children  1n  the  high  socioeconomic  cla:  j  of  the  pro- 
fessional and  managerial  classes  are  taller  than  the  children  of  unskilled 
laborers  by  ab^out  2.5  centimeters  (finch)  at  3  years  of  age  and  by  about 
4.5  centimeters  (1%  to  2  inches)  at  adolescence.    Although  the  reasons  for 
socioeconomic  differences  in  growth  are"  hot  clear,  the  recent  findings  of 
the  Tett-State  Nutrition  Survey  seem  applicable^  The  educational  attainment 
of  the  person  responsible  for  buying  and  preparing  the  family's  food  was 
related  to  the  nutritional  status  of  children  under  17.  Jhat  survey  also 
found  that  biochemical  nutrftional  indicators  varied  by  income;  the  rela- 
tionship holds  when  ethnic  background  is  taken  into  account,    "  '  *  .  . 

It  1s  difficult  to  separate  £he  genetic  and  environmental  factors  as 
they  Interact  to  affect  growth,.   There  1s  evidence  that  the  variables  rele- 
vant to  these  interactions  Include  the  mother's  nutrfture  and  diet  during 
pregnancy,  family  eating  patterns,  genetic  tendencies  for  body  build,  psy-„ 
chosocial  conflicts,  as  well  as  str  stillness,  and  hormonal  activity. 

Both  for  psychological,  social,  and  occasional lyj practical  reaspns,  1t 
1s  at  times  Important  to  be  able  to  predict  the  eventual  adult  height  1 
anticipated  for  a  child.   Sinclair  (1969)  comments  that  the  predictive 

.     '      _    «*''         *  '  . 
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value  of  birth  length  1s  nil  ...because  1t  1s  considerably  Influenced  by 
the  environment  of , the  fetus  in  the  womb.   However,  after' the  child  1s  old 
enpugh  to  express  his  genetic  endowments,  i.e.,  3  years,  height _can.  be  pre- 

/  '  '  >  .    '      '  ^  ' 

dieted  quite' accurately,  as  shown  1n  the  Aberdeen  growth  study . 

•  *  -  i 

Normal  growth  and  development  are  only  part  of  the  pjcture  of  physical 

health  to  be  considered  in  a" childhood  assessment  methodology.  •  Ottrer^as^ 

^  m  m  r  +  <\ 

pects  of  physical  health  may  alternatively  be  seen  as  outcomes  1n  their  own 
right  or  as  predictor brjne^  es  for  the  outcomes  previously 

f.   WiThav£"lr^      them  as  outcomes ; in  th'e  study  of  the  first t  7. 
year  of  life  in  order  to  make  the  spectrum  of  well-being  considered  as  broad 
as  possible.  \  ;  .  ^ 

The  nutritional  status,  of  the  growing  child  must  be  considered  in  any 
health  assessment  program.   By  definition  it  1s  interwoven  with  many  other 
aspects  of  well  being;  deficiencies  will  be  reflected  in  other  areas  such 
as  Illness  and  growth  curves.   Useful  chemical  Indicators  likethe  hemato- 
crit and  hemoglobin  levels  have  been  developed  for  measurement. 

"  r  ,  .  *  * 

The  area  of  nutrition,  moreover,  has  social  as  well, as  biological 
Implications,  as  the  caretaker  and  child  routinely  Interact  1n  one  way  or 
another  over  this  activity  repeatedly  during  the  course  of  the  day. 

|\ccidents  are  the  sixth,  ranking  cause  of  death  in  infants;  between  1 
and  4\years  of  age  they  are  the  major  cause,  accounting  for  36  percent  of 
the  mortality.   Nonfatal  accidents,  of  course,  far  outnumber  accidental  - 
deaths.  .Figures  from  the  National  Health  Survey  show  that  every  year  38 

*  ^  j 

percent  of  tKe  children  under  6  receive  injuries  which  require  medical 
attention  or  restrict  their  activity  for  ,a  day  or  more.   Yet,  despite  its  • 


prevalence,  accidental  injury  is  a  good  example  of  how  little  is  known 
about 'the  epidemiology  of  some  of  our  major  health  problems  which  can  con- 
sume the  developmental  time  and  energy  of  children.   But,  here  again,  the 
studies  which  have  been  done  indicate  that  not' only  child  characteristics 
are  contributory  (e^g.,  temper  .frequency,  attention  span  durjng  play,  and 
amount  of  spontaneous,  general  activity),  but  that  the  quality  of  parent- 


xhild  rela.tix)nsWps_and-other-family  environmental  factors  also  help  to 
,   differentiate  the  accident-prone  child.  .....  J 

v*l:       Wight's  study  (1969)'  has  resulted  in  a  helpful  classification  of  type's 
'of  accidents.    "Child:active"  accidents  are  those  in  which  the  child's 

r  \  *  * 

»  ,  -      "  \  \  , 

activity  or  movement  within  the  envirQnment  trigger  the  trauma.    In  "child-_ 
passive"  accidents  the  trauma  results  from  the  actions  of  other  persons  or 
objects  iri  the  environment.  V  ; 

*  *  .    "  "  \ 

Non-traumatic  childhood  morbidity  is  a  broad  subject  with  nrany  ramifi- 
cations for  child  growth  and  development.   Acute  minor,  illnesses  are  more 
,x     frequent  in  the  early  formative  childhood  years  than  in  later  life  (Schiffer 
and  Hunt,  1963).    Carey  and  Sibinga  (1972)  have  prepared  an  excellent  review 
of  studies  regarding  the  psychological  effects  of  illness  and  rts  manage- 
ment on  children  and  their  families.   For  the  child  the  results  described 
included  the  discomfort  of  the  illness  and  treatment,  such  emotional  re- 
actions to.  the  illness. as  guilt,  fear,  anger;  the  loss  of  normal  social 
contacts;  the  restrictions  such;  as  bed  rest  and  diet  and-the-  decreased  or 
.  altered  sensory  input;  and  the /changed  relationship  with  parents  who  may 
respond  with  indulgence.  or  hostility.  , 

In  past  studies  and  periodic  health  surveys,  various  classifications 
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have  been  used  for  Illness,  Including  the- extensive  international 
Classiflcattorr  of"D1seasesrThe  National  health  Interview  Survey  Coding 
structure  for  lay  reports,  and' categories  arbitrarily  developed  to* suit  the 
most  prevalent  illnesses  occuring  in  specific  data  collection  situations. 
When  dealing. with  very  young  children,  the  literature  shows  consistency 
in  the  need  for  only  a  few  categories  of  frequently  occurring  illnesses 
(e.g.,  Mindlin,^T970;  Di'ngl'6,  Badger,  Jordan,  1964;  Spence,  Walton,  Miller, 
Court,  1954)  .unless,  of  course,  one  is  studying  the  epidemiology  of  specific 
diseases.  -  •  *        *  > 

The  quantification  of  illness  is  probably  most  difficult,  in  that  there 
seems  to  be  no  best  source  for  the  information.   Through  using  clinical 
records  one  is  likely  to  be  measuring  health  care  utilization,  ar  untreated, 
illness  will  not  be  included.   Through  using  family  reports*  pneT1s  con-' 
cerned  with  the-val i di ty  of  reporting.   And  .if  clinical  examination  is  Used 
to  verify  the  family  report  for  research  purposes,  it  becomes  very  costly. 

When  considering  physical  illness  there  is  a  need  to  know  not  only 
what  type  of  illness  occurs  but  also  its  severity  or  influence.   The  Nation- 
al Health  Service  has  used  disability  days  in  an  effort  to  get  at  severity 
(DHEli,  PHS,  Pub.  No.  1000,  Series  No.  2).    However*  Schach  and  Starfield  ' 
(1973)  have  demonstrated  that  "bed  days"  or  "restricted  activity,"  have 
limited  usefulness  1n  defining  early  childhood  disabll-; ^  .   The  problems.  In 
developing  any  overall  Index  of  physical  health  are  considerable  (Sullivan, 
1966).   The  advisable  tack  seems  to^ be  to  tap  several  measures  of  physical 
health  status. 
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Implications'  for  Choosing  Child  Developmental  Outcomes 

As  the  review  of  child  developmental  outcomes  progressed,  it  became 
increasingly  clear  that,  even  though  they  are  often  considered  independently 
within  studies,  :i ndependence  does  not  exist  in  reality;  disability  or  fail-  N 

■  ure  .in  one  area  of  development  has  implications  for  other  areas  of  child 
function,  and  optimum  function  is  enhanced  by' concordant  normality  across 
areas. ,  The  decision_was.made  to  Include  3fie  broad  range  of  these  potential 
problems  in  the  process  of  developing  screening/assessment  formats.  This 
decision  was  made  not  only  because  of  the  lack  of  independence  of  outcomes,, ' 

■  but  also  because  there  is  .no  evidence  to  support  any  order  of  importance  - 

among  them.    ,  •*'•'. 

.The  review  also  pointed  out  that  common  outcome  classifications  may 
be  too  gross  to  facilitate  a  deeper  understanding  of  their  etiology,  this 
consideration  applies  particularly  to  "mental -development"  and  "social , 
development."   Finer  subsets  of  skills  and  characteristics  appear  to  be  more 
useful,  as^for  exampte:    attention  span,  ratexof  habituation,  motivation, 
goal  directedness.  < 

The  literature  also  shows  that  although  many  childhood  dysfunctions  v 
do  not  become  evident  until  a  child  is  of  school  age,  the  stage  is  probably 
set  for  their  development  very  early  in  life.  ..For  example,  let- us  look  at  ■ 
the  Smith,  Flick,  Feriss  and  Sellmari  (1972)  study,  which  to  date  considers 
more  risk  factors  in  combination  than  any" other.    In  contrast  to  data 
.  gathered  during  infancy,  data  aathered  after  age  one  year jdded l_11ttle_to — 
discriminating  between  high" and^o^ven^year  I. Q.s.   This  would  suggest^- 
that  infancy  is  the  most  opportune -time  for  both  the  identification  and 
therapeutic  treatment  of  high-risk  children.    Furthermore,  recent  cost- 
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benefit  analyses  indicate  that,  1f  EPSDT  programs  are  effective,  the  great 
est  cost  benefit  will  accrue  from  screening, during"  the  first  year  of  life 
d(Br1tt,  Dickson*,  and  Bradley,  1974).   One  of  the  recurring  Issues  for  all 
typ.es  of  developmental  .  outcomes,  however,  was  the  difference  1n  dfmenslons 
expressed  before  age  two  or  three  from  those  found  at  later  ages.  There 
1s  a  general  lack  of  correlation  between  the  various  developmental  measures 

<Q  •         *  -  ■  -  ». 

before  age  two  and  the  developmental  status  at  later  ages.   This  discrepancy 
'means 'that  the  development of  any  preventive  assessment  format  for  Infancy  ' 
and  early  childhood  must  Include  tests  of  predictive  validity  against  out- 
come  measures  after  age  two.  .  "'".<_ 

The  lack  of  predictability  for  developmental- tests  per  se  across  ages 
suggests  that  the  factors  assessed  early  must.be  broadened  to  Include  other 
precursors  and  correlates  of  later  child  status. ^-The  research  evidence  on. 
the  antecedents  and  predictors  of  developmental  outcomes,  which  might  be 
candidates  for  enlarging  the  scope  of  early  assessment  techniques,  was  found 
to  be  uneven  both  1n  coverage  and  quality.   Usually  studies  either  focus 
on  a. single  type  of  development,  or  are  concurrent,  or  use  a  restricted 
range  of  predictor  variables*  The  literature  does,  however,  provide  sub- 
stantial knowledge  about  the  Importance  of  some  factors,  such  as  perinatal 
compll  cations.  vJt  also  g1ves'strong.1nd1cat1on  for  the  need  to  Include 
others  about  which  less  1s  known,  such  as  the  1nfantr,s  environment. 

"  Predictor/Mediating  V^rjables__   — 7 

 ^in  matters  concerjing^chllTdevelopment,  variables  don't  sort  out 

neatly  'into  "predictor"  and  "outcome"  categories.   Partly  this  1s  due  .to 
the  dynamics  of  events  over  time.   For  example,  physical  Illness  may  be  , 
considered  an  outcome  when  it  occurs,  but  may  also  be  a  predictor  of  future 


developmental  conditions.   The  arbitrary  nature*  of  classifications  of 
predictors* and  outcomes  is  also  due  to  the  fact  that  both  short  term  and 
long  term  aspects  of  health  and  development  interact  in  very  complex  Ways 
complicating  the  matter  of  prediction;  §  ^ 

Afrthe  formulation  period  of  this  project  longitudinal  data  were  be- 
coming available  from  the  Kauai  and  the  National  Collaborative  ^Studies. 
Jt>ppear^d.J^iLJ;be  besjjearly, predictors  for  child  development  were  bio- 
logical status  at  birth  and  the  quality  of  the  social  environment.  Extensive 
literature  documents  the.  influence,  of  1phys.ical  perinatal  risk  factors. 
Similarly,  there, is  a  large  body  of  evidence  relating  socioeconomic  vari-. 
ables  to  developmental  status.    Clearly,  these  two  sets  of  variables  had 
•  to  be  included  in  any  prediction  system.   The  real  challenge^ was  to  go 
beyond:    to  understand  better  what  it  is  about  the  environment. that  is 
influential;  to  ciain  a  clearer  picture  of  how  physical,  behavioral,  and 
tattitudinal  characteristics  interact  in  the  process  of  development;  to 
obtain  more  refined  systematic  measures  of  the  natural  phenomena  involved. 
Only  then  can  the  accuracy  of  prediction  be  increased  antf  only  then  can  we 
address  more  effective  patterns  of  care.> 

The  review  of  relevant  fields  showed  four  major  areas  which  should 
receive  priority  in  the  search  for  knowledge  of  the  developmental  process^ 
and  for  improved^^  — *" ' 

Infant  Characteristics 

■  ■  • 

It  is  becoming  increasingly  evident  that  infant  attributes  and  charac- 
tertstic  behaviors  play  an  important  role  in,  first,  the  capacity  for 
developmental  progress  and,  second,  the  ways  the  environment  will  respond 


to  promote 'it.  The  types  of  variables  of  Interest  1n  this  area  Include 
"the  newborn's  maturity,  neurological  Intactness,  habituation  patterns, 
activity  levels  and  responsiveness  to  outside  stimuli.'  As  the  Infant  . 
progresses  through  the  first  year  of  life,  continued  physical  examination  1 
can  document  minor  physical  anomalies  for* his  potential  relationship  to 
genetically  based  behavior  patterns.   Also  of  Importance*  particularly  for 
the  effect  on  envlrontoent  care  routines,  1s  the  Infant's  biological  rhythms 
as  reflected  1n  the  basic  function  of  s1f*?p.       r -  * 

The  Environment  * 

This  variable  area  encompasses  both  the  animate  and  Inanimate  environ- 
ments of  the  young  child.   In  summary,  the  literature"  Indicates  that;  the 
physical  and  social  aspects  of  the  environment  assume  critical  Importance 
for  the  Infant  In  the  availability  as  well  as  the  organization  of  stimuli. 
Because  the  developmental  process  depends  upon  responsive  utilization  of 
these  stimuli  by  the  child,  Infant  behavior  1s  also  examined  1n  typical 
social  exchanges  with  the  mother.   And,  because  of  the  importance  of  the 
social  Initiative  directed  toward  the  child  and  the  responsiveness  of 
persons  to  him»j^^  examined  1n  the  care- 

taking  Interactions,   The  assessment  of  the  environment  seems  one  of  the 
potentially  most  useful  ayenues  toward  a  predictive  armamentarium,  : 

Parent  Perceptions  * 

Parentis  views  take  a  central  position  1n  a  child  assessment  schema 

for  several  reasons.   First,  parent  behaviors  related  to  child  development 

.....        i  -/  -f 

are  motivated  through  a  perceptual  filter.  .Actions  or  responses  1n  child 

rearing  are  In'.part  a  result  of  how  the  parents  view  the  chlldland  the' 


role  of  parenthood.  \  * 

<  Secondly,  parents  represent  a  potentially  best  reporting  system  on  the 
progress  of  their  children. -  It  is  they  who  have  daily  contact  and  are 
most  familiar  with  typical  characteristics  and  behavior  patterns.  Parental 
concerns  and  perceptions  that  something  is  wrong  or  unusual  can  be  a  valu- 
able  source  of  alert  to  real  problems.  "  ••  ,  \  \  t 

,  Parent  reporting.,,  especially  by  the  mother,  assumes  a  major  place  in 
this  project  as  the  best  source  of  a  wide  variety .of  pertinent  information 
not  only  about  the  child  but  also  about  such  things  as  caretaking  "activities 
expectations  about  ^the  future,  the  amount  of  helpful  support  in  child  care 
and  the  perception  of  mutuality  between  mother  and  father.  These  types,  of 
information  are  viewed  as  important  for  better  understanding  both  the  per- 
ceptual influences  on  child  developiKent  as  well  as  the  milieu  of  circum 
stances" in  which  the  child  grows.  , 

*  -  <  *  *  y 

Life  Change  and  Social  Readjustment  • 

..  Superimposed  on  the  demands  of  a  new  life  to  nurture  are  the  adjust-  - 
ments  required  in  the  course  of  everyday  living.   Managing  pregnancy,  der 
livery,-  and, subsequent  .child  rearing  represents  only  a  portion  of  the, 
coping  energy  mothers  must  draw  upon  to  manage  their  total  life  events. 
Logically,  the' number  of  other  demands  will  influence  the.  attention  and 
energy  available  for  mothering.   Extensive  study  has  shown  that  those  with 

„a  high  amount  of  life  change  are  more  likely  to  experience,  increased  sym-  . 

.  tomatology,  more  illnesses  and  mora  severe  health  conditions.  Relatively 
little  attention  has  been  given, to  how  demands  for  social  readjustment 
affects  the  outcome  of  pregjiajTcj?_or_chi-ld  rearing  behavTors  and  attitudes." 


If  these  likely  relationships  are  substantiated,  the  amount  of  life  change 
could  be  a  useful"  assessment 'predictor. 

These  four,  major  areas  of  predictor/mediating  variables  are  explained 
more  fully  in, later  chap^ej^oi-4Ms'  report  along  with*  the  empirical  e.vl- 
dence^ojr^he4r^Tevance  to  ch1  ^development.   Figure  1.3  shows  the  con- 
ceptual framework,  which  resulted  from  the  exploratory  phase.   Any  two- 


dimensional  model  oyer-s1mpl1f1es  the  complex  t^teracTfon5~at  pl^jMn-the^-^L 
Ivnamlcs  of  child  development,   the  rela't1onsh^£p1cJUjredr1iowever,'do 
reflect'  the  general  structure^bic^h^al^T^ur  study  methods  and  the 

ndlngs  describe  these  elements  at  different 'times  during 
the  f1rs\  year  of  life, and  also  show  their  consistency  and  change  over  time. 


'   FIGURE  1.3 
THE  INTERACTION  OF^NFLUENCES  ON  CHILD  DEVELOPMENT 
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.      •        „  .  ^  CHAPTER  2 

"  . :   •  '  METHODS^ 

Study  Aims 

3  Based  on  the  Insights  of  the  exploratory  phase,. a  first  study  trial 
of  the  potential  screening  and  assessment  methods  for  young  children  was. 
planned.   The  aims  of  the  research jnere:       \  : 

1.   To  determine  what  early  factors  are  predictive  of 'later  child  . 

•   _       -  .        ■ ..  . '  •  -v  '  i 

development- and  health  status.     ^"  *j  c  ,• 

"Pursuing  this  aim  was  necessitated  by  the.  gaps  1n  c-vlsting  'Inform-  '; 

tion.  .Because  previous  efforts  at  documenting  Infant  risk  factors  have-  . 

terrted  to  focus  on  a  few: variables,  usually  demographic,  biological;  or: 

those  overtly  pathological  in  nature,. little  is  known  .about  additional  c 

]■  '    y         .  *  •'*►'» 

variability  in  outcomes  'produced  by  other  social,  environmental,  and  be- 

ha-vtorat  variables^  In  order  to  find  whether  the  letter  hold  a  feasible  - 

potential,  for  addi^g--drscr1m1nating  power  In  screening  -and. are  potential  j  , 
■  targets'  for1  intervention, ^they^d  to  be  considered  s^ujtaneously  with  the 
Corner  characteristics.   IMf  process  leads  to^an  admittedly  lengthy  list 

of  study 'variables.   But  to  consider  only  selected. types  of  variables  for  . 

their  relationship  to  child  development,  even  in  ea£ly" phases,  would  be* 
'  to  perpetuate,  existing  .gaps  in  information 

*  »  ♦  * 

^discarding  early  those  screening  factbrs  which,  being '.redundant,  are  un- 
profitable  for  further  attention.    ••         -  ,         .-  • 
.     2.   To  include  a  broad'range  of  child  problem's  and  etiological  factors, 
but  focus  on^those  for  Which  ''assessment  methods  are  most  needed.  ,  .*  . 


3 


\ 


When  considering  the  most  prevalent  problems  in  ghilti  health  and 

development,  those  to  which  nursing  coul.d  make  the  strongest  ^contribution, 

\*  1.    \  ' 

and  those  conditions  of  children  and  concerns  of  parents  which\tend  to 

\ 


Vy.  be  neglected  currently  in  the  health  care  system,  it  became  clearx  that  in 


T 


__ttVL£-.projprt  wp  neededHarempfrasTze  child  rearing  and  nurturing  as  ^a  focus   \  "  * 

for  nurse  Assessment  and  intervention.    It  also  became  clear  that  certain       ~ /s- 

■  ■     ■  I  \      "  \  "  .      ■      I     -      \     -  ■ 

health  outcomes  are*  routinely  identified  and  handled  at. the  newborn -period 

*  in  existing  health  care  systems  by^such  personnel  as  pediatricians.  Rather 

than  replicating  these  efforts,  nurses  and  others  might  more  profitably  ^fise 

,  the  information  they  normally  provide.   This  information  could  supplement; 

their  upderstanding  and  identification  of  children's  problems  while.develop- 

ipgf^urther  their  role  in  planning  an  effective  care  regimen  for^ the  more 

negledt^d  "areas  of  child  care.  .  .  .. 

*  '  >  ■  "V*  *  > 

3.   T6*determine  how  the  screening/assessment  variables  can  best.be, 
measured  operationally  jn  a  feasible,  information-gathering  process. 

The  study # was  planned  further  to  delineate  Stages  I  and  II  shown  in 
Figure  1 ,2; (page  \1.16).    It  was  the  eventual  intent  to  learn  a)  what 
identifying  risk  f^ctons  best  define  the  target  groups  in  Stage  I  which        *.  \ 
could  be  done  by  informally  trained  personnel,  and^)   what  finer  assess- 
ments done  by  nurses  in  Stage  II  could  lead  to  their  appropriate  interven- 
tion or  referral  to  "experts11  in  Sta'ge  III.   This  led  \p  our  choosing  both  / 
a  relatively  simple  method  and  a  more  complex  one  when  several  methods  were 
available  for  a  particular  dimer^ion.  these  methods  were  evaluated  for 
their  comparative  predictive  value  with  the  intent  of  always  choosing  the 
metholJ  most  economical  of  time  and  expertise. 


 -  \ 


\ 

\ 
\ 


\  ' 
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4,   To  determine/ the  stability  of  high  risk xjiaracteiri sties  over  time. 
Tb6  literature  confirmed  the  fact  that^ehildren  normal  ly  change- over  , 
time.   Part  of  developing  an  operational  problem- finding  process  was  deT 


termi niagJiGv^pa^rns-of^h?nqor(^  t  the  optimum,  timing  for  assessment 


Little  is  known  about  the  optimum  timej's),  especially  within  the  first  ,: 
year  of  life,  at  which  to  assess  risk  /factors  to  predict  future  problems. 
The/  choice  of  ages  during  infancy  at  which  to  pretest  the  instruments  was 


based  on  a)  .when  new  developmental  phases  have  begun  and  b)   when  children 


would  normally  have  contact. with  the  health  care  system  and  thus  present 


oppoctuni ties  for  problem  identification. 


/ 


.  These  study  aims  guided  the  choice  of  study  design  and  methods. 


Design 


■Si 


In  developing  a  screening/assessment  process  to_ehaklj^^ 


i!  intervention,  it  is  necessary  to  identify  those  factors  associated  with 

sU  i :  

poor  outcomes  before  they^ occur.    In  order  to  do  this  a  longitudinal  design 

was  necessary.    It  was  alsp  advised  as  the  most  efficient  preliminary  test 

\  \  /  \         .  "    '  / 

of  the  screening  methods  because  it  permits  examination  of  variability  of 
^the  screening  measure  over  time  in  a  cohort  of  children*   Working  with 

\  '  \  •      /  ■■  y 

children  of  different  ages  in  a  cro$s  sectional  design  would  not  permit 
elimination  of  any- of  the  sere 


enind  methods  on  the  basis  of  lack  of  pre- 


i  A 


dictive  validity.        .         I\  ■/ 

For  many  reasons  it  was  highly  desirable  from  a  developmental  and  early 
detection  point  of  view  to* start  thejongitudinal  study  prenatal ly  and  to 
focus  \>n  the  first  year  of  lij'e..  Infancy,  a  particularly  dynamic  time  of* 
growth  and  change,  is  the  period  when  children  come  under  the  strongest 


*.3 
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developmental  forces,    in  aiming  at  preventive  intervention,  we  should 
concentrate  on  thisjAportant  time  of  life  before  behavior  patterns  become 
fixed' and  problems  increase  in  severity.   This  is  also  t!he  period  when 
children  are  usually  in  contact  with  the  health  care  system  for  well-child 
care,  immunizations,  etc.,  and  thus  the  time  when  other,  screening  arid  pre- 
ventive practices  could  be^ost  easily  added  to  the  existing  armamentarium. 

Table  2.1  shows  the  ages  at  which ;data  were  collected  and  the  types 
of  contact  at  each  age.    Frequent  contacts  were  made  prior  to  one  year  of 
age  due  to  the  rapidity  of  developmental  changes  during  this  period  and 
the  desire  to  see  hiw  early/valid  predicative  assessments  could  be  made. 
Data  collection  began  durjng  the  eighth  month  of  pregnancy.    It  continued— 
in  the  hospita4^fteiTfirl/h,  and  subsequent  contacts  were  at  1,4,8,12  and 

24  months  of  age  in  the. home .ar  at  the. Child  Development  and  Mental,  Re- 

\    \  .  .    .  \  < 

tardation  Center  (CDMRC),  University \<>f .Washington.   The  choice  of  lp^atjj*n 

for  data  collection  at  the,  different  ages  was  based  on^he^ace,  wh6re  - 

\the  subjects  and  information  were  at  t\ie  timTT^and-c^where  the^ontact  , 

would  obtain  the  most  reliable  data  with  the  least  disruption  to  "the  family 
\  ■    .  '  1  ■  \ 

\    This  report  includes  findings  for  only  the  first*  year>f  life.  Data 

collection  at  age  two  was  completed  in  1976  through  this  contract  support. 
Continued  funding1  has  been  obtained  to  analyze  the  data  from  age>ra*and 
to  continue  following  the  study  children  through  age  four  because  of  tt 
importance  of  future  prospective  outcomes  to  meeting  the  goals  of  the  pro- 
ject.  \ 


^esearck  Grant  #NU00559-01 ,  Division  of  Nursing,  Health  Resources 
Administration^  Department  of  Health,'  Education,  and  Welfare. 


TABLE  2.1 


I^OTSTUDY  CHILDREN  AT  DATA  COLLECTION  BY 
' TYPE  OF  CONTACT  AND  LOCATION 


Type  of  ,                              Age  at  Data  Collection           -  \  :" 

Contact            3rd  / 

Trimester     2  davs      1  mo.      4  mo,      8  mo./  12  mo.     24  mb,  _ 

Mother  - 
questionnaire 

G.H.1 
Clinic 

/ 

1 

CDMRC2 

Father 
questionnaire 

mail 

• 

Newborn  .infant 
exam'  : 

« 

G.H.  i 
•  Hosp.  4 

1   .  Medical  record 
#  abstract 

(1  u 

- 

G.H. N 

Mother 
interview 

G  H 
u » n  ♦ 

Hosp. 

.  \ 

Home  e 

\  Home 

Home 

Home  I  - 

» 

Observation  of 
environment 

Home  \ 

Home 

Home 

Home 

Observation  of 
interaction 

Home 

Home, 

Home 

Home 

CDMRC 

Psychometrist 
developmental 
testing 

j 

!■ 

1 

CDMRC 

CDMRC 

Pediatrician 
exanr  ? 

1 

1,  - 

♦ 

G.H. 

1  Group  Health  Cooperative  of  Puget  Sound 

2Child  Development  and  Mental  Retardation  Center ,~ University  of  Washington 
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T^Sample 

*    The  need  for  a  longitudinal  .design  and  the  data  required  to  meet  the 
research  aims  created  challenges  in  choosing  a  study  population.  Obtaining 
informed  voluntary  participation  necessitated  the  interest  and  help  of  a 
care  system  providing  antepartum  and  maternity  care.   Cooperative  cbllabora 
-  tibn-with  the  care  providers  was  also  necessary' to  collect  information 
about  the  mother  and  child  through  the  newborn  period  to  age  one  year.'  In 
order, to  answer  the -study  questions  it  was  also  desirable  that  the.  popula-_ 
tion  not  be  all  of  the  same  educational  or'_soci'al  background?  These  re- 
quirements j/ere^well  met when" the  Group  Health  Cooperative  of  Puget  Sound 
agreed  to  participate  and  collaborate  in. the  proposed  investigation. 

The  fact  that'Group  Health  is  a  prepaid  medical  care  plan  structured 
as, a  Health  Maintenance  OrganizatipiKtfTtna  wide  variety  of  available  cura- 
.  tive  and  preventive  servipeswas  beneficial  to  the  project  goals  in  another 
respect.    Inaccessjjtfity  of  care,  the  cost  of  care,  or  restrictions  of 
typgs  of  care  -available  were  potentially  confounding  variables  in  a  study 
aimed  at  improving  screening/assessment  methods  and  increasing  knowledge  . 
about  child  development.   A  Group  Health  study  population  had  access  to 
services  which  made  findings  much,  less  vulnerable  to  interpretations  of 
lack  oV  health  care.  ,  \. 

The  Group  Health  Cooperative  of  Puget  Sound  has  a  membership  of. 

■  -       •  V 

^approximately  200,000  individuals  from  a  broad  socio-economic  range.  At 
the  time,  of  sample  intake,  antepartum  supervision  was  provided  by  17.  ob- 
stetricians.    Births  at  the  Group  Health  Hospital  were  estimated  at  150 
per  month.    Several  criteria  were^applied  in  selecting  the  sample: 


1.  Only  primiparous  mothers  were  included.    "Primipara"  as  used  here 
meant  a  woman  anticipating  her  first  experience  In  raising  a  child.  This' 
restriction  was  made  because  of  the  confoundirig  influence  which  previous 
child-rearing  experience  has  on  mother-infant  interaction  and'child  care 
patterns.   Approximately  75  .mothers  per  month  met  this  criterjoru^  . — — 

2.  Multiple  births,  stillborns,_and  infants  wVthTife- threatening 
congenital  anomalies  or  Down's  syndrome  were  excluded  since  it  is  known 
thaVthese  infants  represent  a  special  high,  risk  group.   Their,  numbers  are 
small,  and  there  would  not  be  enough  of  them  to  lead  to  specific  infer- 
ences.  Actually,  their  exclusion  decreased  the  universe  only  slightly^ 

3.  Level  of  maternal  education  was  used  as  a  sampling  Indicator  of 
family  social  class".    In  order  to  insure  variability  on  child-rearing 
behaviors  and  outcomes  related  to  education,  the  plan  was  to  have  one-half 
of  the  sample  comprised  of  mothers  who  had  no  schooling  beyond  high  school. 

4..  The  presence  or  absence  of  perinatal  risk  factors  was  also  used 
as  a  sampling  variable  so  that  the  effect  of  physiolo  ^cal  compromise  could 
be  documented  empirically  in  the  longitudinal  data"    The  plan  was  to  choose 
the  sample  so  that  one-half  of  the  mother-infant  pairs  had  experienced  one 
or,»more  of  the  risk  factors  specified  in  Appendix  2.1. 

Applying  the- sampling  criteria  of  maternal'  education  and  perinatal 
risk  resulted  in  a  four-cell  design.   The  plan  was  to  include  50  families 
in  each  sample  cell  for  a  total  of  200.  .The  projected  sample  size  was 
based  both  on  feasibility  and  the  requirements  of  data  analysis.   As  the 
cohort  aged,  there  were  times  when  as  many  as  90  of  the  infants  per  month 
required  home  or  hospital  data  collection.   This  was  the  maximum  possible 
with -the  available  staff  and  funding. 
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Table  2.2  shows  the  193  mother-infant  pairs  actually  admittedjajthe^— 
study  by  the  sampling  characteH£ticsj__58.5  percenTexplrienced  one  or  more 
perinataX-risk-  facfofsTand  43.5  percent  of  the  mothers  had*  no  formal 
schooling  beyond  high  school..  Potential  subjects  with  some  college  educa- 
tion volunteered  more'  readily.  .Since  mothers  with  Jess  educatipn^seemed 
more  apprehensive  aj>out  committing  themselves  to  prospective  long-term, 
study  involvement  when  the  outcome  of  delivery  was  still  unknown,  study 
personnel  began  approaching  them  immediately  after  detfvery.   This  plan 
did  in  fact  raise  the  proportion  of  mothers  with  less  than  college  educa- 
tion whp  agreed  to  participate  longitudinally.    For  the  39  subjects  re- 
cruited in  this  manner,  the  antepartum  data  were  obtained  retrospectively." 

For  the  most  part,  however,  the  primi parous  patient's  were  first  con- 
tacted in  the  prenatal  clinic.,  during  their  eighth  month  of  pregnancy.  The 
effort  was  made  to  corttact  all. primi paras  under  medical  supervision  of  . 
Group  Health.    Each  morning  the  appointment  records  were  reviewed  and  the 
clinic  medical  charts  of  patients  meeting  our  criteria'were  tagged  with  a 
message  about  the  study.   The  obstetrician's  -nurse4 was  ^responsible  for 
handing  the  patient  this  message,  and  without  going  intb  detail  about  the 
study,  suggesting  that  she  stop  at  the  project  office  at  the .completion  of 
her  appointment.   This  office,  conveniently  located  "in  the  prenatal  clinic, 
was  staffed  during  the  hours  when  patients  had  appointments.  Twenty-six 
percent  of  the  patients  whose  charts  were  tagged  did  stop  to  learn  uiore 
about  the  study.  ^  •  *  . 

The  study  staff  member  explained  the  study  in  detail  and  responded  to 
questions  asked.  At  that  contact,  some  of  the  women  consented  to  partici- 
pate arid  completed  the  necessary. questionnaires.  -Some-consented .but 
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-    TABLE  2.2 

NUMBER  OF  MOTHER-INFANT  PAIRS  ADMITTED 
TO  STUDY  BY  SAMPLING  VARIABLES 


Mother's  Education  '  -  ••. 

_w  :  _ 

A 

Maternal  and/  :  - 
...  or  Infant  • 

Perinatal 
'  Risk 
Factors 

High 
(More  than- 
High  School 

low* *  , 
(High  School 
or  less) 

•Total 

■. 

'•-  \  , 

- 

A  U  /*  ^  Mt  -4* 

Absent 

,50 

■  -' 

X 

(41  .535). 

• 

Present 

*  59 

■  -54 

\  • 

113V 
1 58. 556) 

*  -     ■  .  *  ' 

-  Total 

•  T09 
(56.5%) 

84  ,  ' 
.  (43.5%) 

(100%)  \ 

\ 
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preferred^taking  the  materials* home  to  complete.  The  rest  were  given 
-  _  ■  "  -  -  .  •  \\ 

materials  to  take  home  for  further  review;  these  included  the  informed  con- 

sent  form.,  a  written  Explanation  of  the  study,  the  prenatal  questionnaire, 

and  a  stamped  envelope  with,  the  project  address.   In  return  for  completing 

:.the  prenat^ questionnaire  the  mothers  were  sent  a  copy  of  Dr.  Brazelton's 

■  article,  "Trial  by  Motherhood:   The  First'  time  Blues."   As  might  be  ex- 
pected^spme  mothers  who  consented  to  participate  during  their. clinic 
appointment  never  returned  the  prenatal  questionnaire.  v 

For  anyone  wishing  .to  replicate  this  study  or  to  undertake  similar 
longitudinal  research  on  infants,  ft  is  important  to  recognize  the  effort 

.Which  must. go  into  obtaining  a  sample.    The  groundwork  laid  in  this  pro- 
ject  included  displaying  posters  about  the  study  throughout  the  prenatal 
clinic  .and  publishing  an  explanation  of  the  study  in  the  official' bi- 
monthly magazine  of  Group.  Health,  announcing  .its  support  of  this  activity. 
Similarly,  to  facilitate  informed  assistance  from  health  personnel  within 
the  setting,  informational  staff  meetings  were  begun  six  months  prior  to 
sample  intake.   These  meetings,  held  at  times  convenient  to  all  work 

.  shifts,  provided  the  opportunity  to  obtain  the  staff's  help  in  planning  - 
procedures.   All  the  groundwork  efforts  proved  valuable  as  the  data" col lec 

■  . tiorr,  especially  during  the  delivery  hospitalization,  depended  upon  the 

ongoing  help  of  multlplejpersonnel 

.  Each  morning,  the  project  file  of  participants  was  compared  with  the 
delivery  room  log.   All  primiparas  who  consented  to  participate  and  who  . 
delivered  sMngle  infants  free  of  major* congenital  defects  were  contacted 
by, an  investigator.   The  study  and -its  expectations  of  the  mother  were 
again  reviewed.    Very  few  of  the  mothers  who  had  consented  and  completed 
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the  prenatal  data  changed  their  minds  about  participating. 

Physical  constraints  of  the  hospital' nursery  limited  intake  of  sub- 
jects  to. three  infants  a  day.   The  procedure  for  selection,  of  accepting 
all  subjects  who  met  our  criteria,  had  to  vary  if  more  than  three  subjects 
were  available.    Subjects  at  thpse  times  were  selected  in  an  attempt  to 
equalize  thVexisting  number  in  each  sample  celT    In  the  interest  of 
maintaining  the  study  schedule  so  that  subsequent  activities  could  be 
successfully  concluded  within  the  given  time  frame,  intake  was  concluded 
Way,  1974.  ' 

On  the  average,  the  study  mothers  had  experienced  13.9  years  of.  . 
schooling  (SD=2.5,  range=8  to  20)  (Table  2:3).   This  result  is  undoubtedly" 
influenced  by  the  educational  sampling  criterion.   The  study  fathers' aver- 
aged 14.9  years. of  schooling  (SD=3.1,  range=5  to  29). 

The  distribution  of  total  family  income  (Table  2.4)  for  the  year 
before  birty  documents  the  variability  of  th,e  sample  on  variables  related 
to  social  class.    While  the  median  income  category  is  $11,000  to  $12,000* 
there  are  two  other-  modal  categories  at  $2,000  to  $3,000  and  $15,000  to 
$20,000.  •  < 

At  the  time  of  delivery  mothers  were  24.9  years  old  on  the >■  average  ^ 
(SD=4.3,  range=16  to  40).  The  variability  on  age  is  probably  somewhat  de- 
creased by  the  exclusion  of  multiparas,  but  not  unduly  so  (Table  2.5). 

The  racial  distribution  of  mothers  (Table  2:6)  reflects  the  membership 
of  the  prepaid  medical  program  to.  which  they  subscribe  and  is  typical  of  * 
Northwestern  populations.   The  number  of  subjects  from  other  than  Caucasian 

*■  groups  is  small  (N=30)~  and,  as  was  expected,  does  not  permit  control  analy- 

"  ■  ■ 

ses. 


"*    "  •  TABLE  2.3 

DJSTrUBUTlOMF  SAMPLE  MOTHERS  AND  FATHERS  BY 
YEARS  Of  SCHOOLING 


icars  o» 
Schooling 

.Mother 

ti         %        .  . 

11 
ft 

ratner 

7 

0 

0.0 
0.0 

1 
1 

1 

1 

'  .5 

0 

0.0 

Q 

2. 

'.0 

u 

—    /  U.U 

}  * 

6 

3.1 

■  C 

1  .U 

t 

1  1 

'11 

5.7 

c 
0 

3.1 

; 

V 

6? 

32.1 

AO 

48 

24.9 

17 
14 

8.8 
7.3 

1  A 

23 

7.3 
11.9" 

^*  , 

*  ? 

•  3.6 

A 

4 

2.1" 

*  Jf* 

26 

13.5 

4  ^ 

1£  £ 

y         1  / 

32 

16.6 

11  A 

10 

5 

2,6" 

iA 
1  4 

7  "5 

19 

v4 

2.1 

10 

5.2 

i — 

20 

3 

1.6 

■  ■   .  no 

2l/ 

*  0 

O.GL 

.  4 

2.1 

r 

22 

9  0 

0.0 

3 

.1.6 

i 

'  29 

o  • 

0.0 

1 

0.5 

Unknown  . 

.  3 
193 

1.6 
100.0 

3 

193 

3.1  > 
100.0 

\TABLE  2.4 

DISTRIBUTION  o\ SAMPLE  FAMILIES  BY 
TOTAL  INCOME  YEAR  BEFORE  BIRTH 


Incone  in 
Dollars 


\ 

■  x 


2 

-  2999 

3 

-  3999 

4 

-  4999 

5 

-  5999 

-  6 

-  6999. 

.  *7 

-  7999 

8 

-  8999 

9 

-  9999 

11)  -  10.999 

11  -  11.999 

12  -  12.999 

13  -  13.999 

14  -  14.999 

15  -  19.999 


20  -  29.99? 
>  30.000 ' 
Unknown'"  *" 

Total  ■ 


11 

3 

7  • 
1 

.  5- 

JL 

12 
17 
21 
18 
11 
10 
11 
35  ' 


9 
L 
12 

193 


5.7 
1.6 

V 

4.7\ 

8.8 
10.9 

•  9.3 
5.7% 
5.2 
hJ 

18.1  ' 


■f 

V  < 

v 


4.7 

#  ,5 
6.2 

100.0 
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TABLE  2.5  . 

DISTRIBUTION  OF  SAMPLE  MOTHERS  BY 
AGE  AT  TIME  OF  OELIVERY 


Age  in 
years , 


■16 

1 

.    '  .5 

-  17 

5' 

2.6 

18 

6 

3.1 

12 

6.2 

20 

7 

3.6 

21 

14 

7.3 

22 

16 

8.3 

23 

8 

4.1 

24 

21 

■  10.9 

10  fc 

5.2 

V  26 

14 

•     „  V.3 

27 

23 

11,9 

28 

16 

8.3 

13 

6.7 

30 

•  13 

6.7 

31 

4 

2.1'" 

32  ' 

*  2 

6f  1.0 

33 

.  1 

*  .5 

34  . 

*4 

2.1 

.  - .  - 35'^ 

1 

 :5- 

"40 

1 

~~  .5 

.  Unknown 

1« 

.5 

'Total 

193 

100.0 
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•    TABLE  2.6 

DISTRIBUTION  OF  STUDY  MOTHERS 
BY  RACE 


lother's 
Race 


Caucasian 

164 

85-.  0 

Black 

16 

8.3  ' 

Other* 
Unknown 

8 

> 

4.1 

2..  6 

Total 

193 

100.0 

< 

♦Includes  Indian,  Oriental  and  Mixed 


r 

L . 


.65 


f 


r 
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The  parents  of  11  percent  of  the  study  Infants  were  not  living  tor  ' 
gather;  unmarried. status  was  giver)  as  the  major  reason.   Eighteen  percent., 
reported  that  others  besides,  the  ruclear  family  lived  in  the'household,  and 
•in  most  instances  these  were  one  or  more  adult  relatives. 


\The  variability  on  these  demographic  Variables  is  gratifying  to  ob- 


lity  on  other  variables  such  as  parental 
, . ehiljdl  rearing  and  other  behaviors.  At 
recognize  the  forces  leading  to  homo- 


serve,  because  it  promotes  variabj 
knowledge,  expectations,  attitudes 
the  same  time,  it  is  important  to 

geneity  of  the  sample  in  certain  rbspects.   These  are  Perhaps  best  demon- 
strated by  some  of  the  data  on  health. care  utilization. 

Prenatal  utilization  of; the  health  care  system  was  exceptionally  good. 

1        i   ■/■'•'  ■  "  • 

Approx1mately_92  percent  of  th^  mothers  began  their  medical  supervision 


during  the  first  trimester  of  pregnancy.  On  the  average  they  made  11.7  pre- 
natal  medical  contacts  (SD=2.6)..  These  figures  are  influenced  by  the  fact 

.  '.!'..  S  "      w  />. 

'that  study  intake  occurred  within  the  car^e.  system  and  by  the  unusual/  acces- 
sibility which  such  a  prepaid  plan  provides  .A -They may  also  be  affectelTtf 
an -unknown  degree  by  underlying  characteristics  related  both  to  health  care 
utilization  and  . to  the  wiTTTnghess to  participate  in  a  study  of  thU  type'. 

Even  more  outstanding  is  /the  number  ,  of-J)rena.ta1-jclasses  of  which  .these 
mothers^availed  themselves;  about  one- third  of  the  mothers  attended  ntne\ 
or  more  sessions  (Table  .2.7).   This  behavior  is  also  probably  explained  by^ 
the  availability  of  services  thrcugh  Group  Health  and  the  utilization 

patterns  characteristic' of  mothers  interested^  enough  to  volunteer  for  a 

.     '     "       -  "•"  1  • 

long-term  stydy^      \      -     " .  •••  ' 

'  .    *  .  .     ' '  ■  V .        ■  f 

The  limitations  of  the  sample  for  analysis  and  general  izability  are 


trtty:  recognized.;  Future  efforts  wilTTTSed"^  consider  dTffere7rt~WrtWaT 

/  ■     .        -I...  ,' 

J    .  .  ,i 
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■  ■     .    .      TABLE. 2.7         .  ' 

DISTRIBUTION  OF  STUDY  MOTHERS  BY  "NUMBER 
OF  PRENATAL  CLASSES^ATTENBED 


Number  of 
Prenatal 


Mothers 


\ 

\  . 

\ 


Classes 

% 

\ 
1 

None  or 
■  Unknown 

. 5  >5S5 

i 

• 

■    '  r 

i 

i 

1  -  r 

13 

^6.8 

;    f  -  • 

-    3  -  4  . 

\ 

•    33     .  . 

<  ,  ■ 
,  17.1 

l"  * 

'       -5-6  ■ 

^31.  V  ' 

16.0 

• 

.  r. 

7-8 

7    27  V 

-  14.0 

■1  . 

30.6 

/'  '  ' 

i 

'  ." 

V 

.Total 

•  153 

100.0 

"V, 

t 

t 

ERIC  4 


i 


groups  and  the  children  of  Lf ami lies  who  typically  underutillze  the  health'  ' 
ca/e  system  and  who  would  not  participate  1n  Jefljjthy  research  per  sV.  It 
must  be  remembered  that  the  relationships"  found  or  not  found  1n  this  study. 
*re  a  function'^  the  sample  composition;"  other  family  (groups  with  differ- 
ent  Pisk  'factors  may  show  different  combinations  of  predictors  for  screen- 
ing ahd  assessment;  ..While  not  beiijg  the  definitive  answer  for  all  popula- 
tions, however,  this  first, trial- 'of'* tools  and  methods  will -be  a  large  pre- 


liminary  step  militating  broader  related  efforts. 

V     -  ■ 

Tools, and  Measurements  .;■  '•*       ,  ' 

a   Forsomeof  the  developmental  outcome*  (e.g. rphys.i^al  growth)  and 

for 'some  of  the 'predictor-  variables  (e.g.,  perinatal  complications)  the 

status  of  assessment 'methods  was  found  to  be  adequate  and  applicable  to 

finical  use . -  For  ether' outcomes  and  predictors , . the*  existence  or  appl  1- 

cability  'of  assessment  techniques  was  found  to  be  lacking.   This  was 

*      '  '  '»  v  ,  -  •  • 

•particularly  true  for  those  early  childhood',  parent,  and  environmental 

interaction  factors  which  might 'be' the  most  helpful  increasing  the 

...  ,      "  \     •    U     *   *  -       *  ■  *" 

bfc»dth  and  predictability  of  jtesessmerft  systems.-  Work  to  date,  however, 

Jon  observing  and  .quantifying  the/e. important  dimensions  held  encouraging 


promise  th|t,  with' modi fica\ion  or'expansion,  practical  effective  methods 
could  evo1?e.   Many  of  the  techniquesHievelope'd  to  date  require,  many  bours 

_  v  t      •  #  <  ± 

of  observing  .individuals,  punting  behavtors,  etd,  While  this- Is  untenable 
in  a  routine  clinical  content,-  possible'  simp'ler/versions  basedW^the 
originarconceptuallzations  cou.l.d,be  tested.'     '  -       ,  . 

•For  all  dimensions  of  the  study  we  chose  the  best' instrumentation;  ^  ; 

"  -   -  •  £ 

available  in  terms  of  known. or  potential  validity,  reliability,  and  . 

'  ;   .    -     ■■■■■  .  A  '  .  ■ 
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training  feasibility.   This  study  is  an  Important  first  test  of  the 
instruments  devised  through  this .project  to  assess  environmental  charac- 
teristics such  as  mother-infant  interaction*   Some  of  the  ijtemsN^  the.  

maternal  interviews  were  asked  in  several  forms  or  in  an  open-ended 
manner  so  that  classifications  could  be  established  and  the  best  method  of 
eliciting  answers  determined. 

The  variables  and  their  operationaj  measures. chosen  for  use  in  tj^e  , 
study  may  be  broken  down  Into  three  types;    a)  ,  child  health  ari^deyejoEx- 


jeiTtal^Jl^tu^ — the-icnofffTperl natal  risk  factors,  and  c)   the  mediating 
characteristics  of  infants,  parents,  environments,  and  life  change.  The 
variables  and  sources  of  data  for  each  set  are  sHbwn  in  Appendix  2.2. 

The  child  health  and  developmental  variables  were  chosen  to  give  the 
clearest  picture  possible  of  the  child's  status  at  one  year  of  age.  Since 
these  became  criterion  variables  in  some  of  the^  analyses,  more  complicated 
and  standardized  assessments  were  used  against  which  to  compare  the  informa- 


tion .gathered  by  the  study  nurses.    These  came,  for  the  most  part,  from 
sources  other  than  the  study  nursing  assessment_staff ,  such  as  the  medical 
records,  the  psychometrist,  and  the  children's,  regular  pediatricians. 

*  m  1 

*  The  second  set  of  variables,  the  maternal  and.  infant  perinatal  risk 
factors,  were  obtained  by  interyiewing  the  mother  and  abstraction , of  the — 


.medieal  record.    These  variables  were  used  to  choose    the  sample  to  insure 
adequate  representation  of  those  children  already  known  to  be  athigh-rtsk 
according  to  current  knowledge.   Secondly,  those  characteristics  served  as 
•pontcM  Variables  when  tesfc^ngj/he  additional  discriminatory, power  of  ' 
variables  about  which  the 'khownVi^k  is  less  precise;^    T. %  <  * 
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The  third  set  of -variables,  the  mediating  parent,  infant,  environ- 
.  mental,  and  life  change  factors  represent  those  data  expected  to  facili- 
tate  more  precise  prediction  of  infant  outcomes  and  to  provide  clues  ./ 
for  profitable  intervention'.  ' 

The  specifliLins±cLime]its^are..di.scussed  in  the  relevant  chapters  alonc^ 
with  their  findings. 


Data-  Collection  Procedures 


The  initial  contact  wlith  Subjects  has  been  discussed  in  the  section 


on  the  sample.   When  mothers  who  had  volunteered  delivered,  project  nurses 

*  •  /  / 

examined  the,. one>-day-ol d  infants  in  the  newborn,  nursery  to  determine^' gesta- 
tional age'  (DuboWitz  Assessment).  i-  j" 

The  mother  was  interviewed  on  her  first  posjtpartum  day  after  she  had 
the  opportunity  to  hold  and  feed  her  baby  at  least  twice.    This  contact 
with 'the  infant  was  necessary  as  a  base  for [reporting  her  perceptions  of 
-her  baby.    (According  to  hospitaUprocedure!  the  first  postpartum^  day 

fit  ■  - "        *    -  " 


began  at  the  first  midnigh 


viewing  .varied  slightly  to 


after  delivery. )\  The  procedure  of. inter 


meet  the~nee~ds~  of  tKe~patient  and  the  hospital 


routines.   The  hour  of .theibirtft  physical,  condition  of  the  mother,  and 


the  infant's  feeding  time  were  all  factors  to  be.  considered.  As  with 

r.  _  .  -         \  ~t-      ■  * 

each  mateVnal  interview  throughout  the  study,  al\  questions  were  asked  and  , 

L- responses, were  recorded  verbatim.    The  Social  Readjustment  Rajting  Scale 
\  was'  handed  at  each  contact  1}o  the  mother,  who  checked  each  item  applicable 
I to  her. 

The  circumstances  of  the  Braze! ton  exam  are  important  as  this  assess- 
-  mW  requires  .-having  the  infint  in  a  quiet  state.   The  earl^  morninlfof  the 


baby's  second  day  was  selected  for  the  convenience  of  the  hospital  staff 

-V" 

routine  and  the  availability  of  a  quiet  examining  room  at  that  time. 
This  lime  also  permitted-actess-to^those  babtes-scheduled  for  circumcision 
later  that  morning.    In  order  to  avoid  bias  through  the  assessor's  knowing 
the  baby's  and  mother's  perinatal  risk  status,  a  different  investigator 
performed  the  Brazelton  exam  on  the  infant's  second  day  of  life  at  7:30  a.m. 
(Infants  who  were  prematures  or  sick  were  assessed  Instead, on  the  day  be- 
fore discharge  from  the  hospital.)  '    ,  .  . 

The  nursery  night  nurse  prepared  the  infants  for  the  assessment, 

-'  '  ■   .  •  ■ 

having  been  aMerted  ahead  of  time  as  to  which  babies  would  be  examined. 

She  would  arrange  to  have  the  feeding  completed  by  5:30  a.m.  and  then 

seclude  the  infant  in  one  of  two  quiet  rooms  adjacent  to  the  nursery.  A 

total iof  ffve  investigators. were  reliability- trained  and  avrBable^on  a 

1      ••  *  ' 

rotation  basis.    If  there  were  more  than  two  infants  for  assessment  on  any 

„       \  -  •> 

one  day,  a  second  investigator  assisted  at- 7:30  a.m.   Assessments  were. 

-performed-in-the  privacy  of  the  small,  quiet  room,  and  scoring  was  com- 
pleted immediately \after  each  examination'.  ,  ^        "   .  v 

.   The  study  families  were  visited  in  their  home  setting  when  the 
babies  were  1,  4,  8,  a.,d  1'2  months  of  age,  for  the  following  purposes: 

~t) — to  observe-tbe~bBby-in^hi^natura-l~home  environment,  2)   to  observe 
the  interaction  between  the  mother  and  her  haby,  and  3)    to  interview  the  - 
mother  regarding  her  observations  and  perceptions  of  her  baby,  - 

The  .project  secretary  scheduled  the  home  visits  and  assigned  the  home 

\vjsit  investigators  so  that,  as  much  as  possible,  they  did  nf>t  visit  the 
stame  family  consecutively;  i.e.,  investigators  were  not  assigned  to^visit 
a  \amily  they  had  seen  on  a  previous  visit,  and  investigators  who  had 

\  2.18  .  * 
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performed  the  Braze! ton  Exami nation  were  not  assigned  to  see  the  same 
subject  at  the  one  month \visit.    Six  members  of  the  staff  were  trained 
to  be  home  visit  investigators. 

Table  2,8  shows  the  ranges  and  average  ages  for  the  home  visits. 
Ninety-one  percent  of  the  home  contacts  were  made  within- one  week  of 
age  1  month:    the  similar  figure  for  4  months,  91.5  percent^  8  months, 
86.1  percent;  12  months,  77.1  percent. 

•   Each  home  visitor  carried  a  notebook  with  the  assessment  records 
and  observation  scales  for  recording  observations  in  the  home.  Special 
cards  were  printed  for  some  of  the  scales  in  the  interview  for  the  mother 
to  view  an^select  a  response.   A  toy  bag  was  carried  with  a  tape  measure 
and  clear, plastic  ruler  for  measuring  the  infant's  physical  characteris- 
tics, as  well  as  toys  for  the  teaching  activities.   A'teddy  bear  and 
cellophane  were  carried  for  testing  receptive  language  items  from  the 
Sequenced  Inventory  of  Language  Development.  v' 

The  experiences  surrounding  these  home  visits  have  been  valuable; 
they  have  implicatio^Tfor  both  health  care  assessments  and  similar  future 
research.   They  point  out  the  advantages  o1*chi  ld-parent  assessments  in 
the  natural,  home  setting  as  well  as  the  complexities  involved. 

The  appointments  for  home  visits  were  scheduled  at  the  convenience  of 


the  mother,  i<e7,  when  she  had  l%-2  hours  of  available  free  time  which  was 

compatible "with  a  feeding  time  for  her  baby. 

Every  attempt  was  made  to  be  on  time  for -appointments,  and,  if  late, 

to  call  and  inform  the  mother.  The  mothers  were  asked  to  phone  if  they  — 


found  it  necessary  to  cancel  the  appointment.  Cancellations  were  usually 
due  to  the  baby's  illness,  or  occasionally  the  mother's  illness.  The 
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TABLE  2.8 


AGE  OF  STUDY  CONTACTS  PLANNED  BY  WHEN  ACTUALLY  MADE         .  $ 


0 

Percent  within  specified  period 
-~    of -study  contact  age-  . 

Range 
(days) 

Medi  an 
(days). 

— ;  : — 

Type  of  contact 
and  study  age 

-  I  week  to 
+  1  week 

•  2  wppks  to 
4-  2  weeks 

>  2  weeks 

v  Home  visits 
1  month  • 

91.0 

98.4  ...  - 

-  1.6 

V  ^ 

-5  to31 

'  l.i 

4  months. 

•91.5. 

.   98.3  , 

1-7 

-12  to  19 

.1 

8  months 

86.  i 

95.8 

4.2  . 

-19  to  23° 

.2  _ 

12  months 

.  77.1 

85.9  • 

14  J 

-22  to-99_i. 

1.0 

Developmental  testing 
12  months                .  34.1 

r 

62.5 

37.5 

-43  to  99+ 

Hi 

10.2 

-   Special  Cohort 
.1  month 

46.7 

86.7 

13.3 

-2  to  16 

,  -8.0 

4  months 

67.9 

89.3 

10.7.', 

-3  to  25 

4.5 

8  months 

57.7 

84.6 

15.4 

~."0  to'  21 

6.5 

12  months 

46.4 

60.7 

39.3 

-8  to  99+ 

8.0 
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majority  of  the  mothers  were  home  and  ready  for  the  visit.   For  those 
few  mothers  who  were  not  home,  appointments  had  to  be  rescheduled.  There- 
"wenTa  few  instances  when  a  home  was  visited  3-4  times  in  which  no  one  5 
was  home.  **  •  . 

the  'one-  and  four-month  home  visits  required  even  more  scheduling  and 
coordination  than  expected.    In  order  to  make  several  of  the  observational 
assessments  the  infant  had  to  be  in. a  particular  quiet  or  alert  state. 
Ttfese  states,  especially  during  the  first  month,  are  highly  unpredictable. 
A  time  scheduled  the-prior  week,  or  day,  to  catch  the .infant  at  his  best 
could  be  completely  out  of  cycle  with  his  behavior  on  the  day  of  the  visit. 
This  resulted  in  longer  visits  to  wait  for  the  infant's  readiness,  or  in 
rescheduling  the  visit  for  a  different. hour  the  morning  of  the  visit.  Dur- 
Ing  these  early  months  it  was  not  feasible  to  schedule  the  home  visitors 
for  more  than  two  visits- per  day.'     *  * 

We  developed  guidelines  for  each  age  group  (1-4-8-12)  regarding  the 
sequence  of  the  assessments  during  the  home  visit.    Consideration  was  given 
during  pilot  testing  as  to  the  possible  effects  of  the  sequencing  on  the 
data.   The  usual  sequence  that  occurred  with  most  families  was  as  follows: 

•  1.    interview  with  mother  -  .  ,  .  «&   '  • 

2.  observation  of  mother  and  baby  during  .feeding 

v 

3.  observation  of  mother  teaching  baby 

.  4.   short  form  of  the  Sequenced-  Inventory  of  Language  Development 

5.  exam  of  baby  for  physical  characteristics  (minor  anomalies) 

6.  Developmental  Profile  questions  for  mother 

7.  Toy  Inventory  -  observation  and  questions 

8.  .  Social  Readjustment  Rating  Scale  checklist  by  mother 


9.    Cal dwell Jlome  Stimulation  inventory  -  observation"  ^ 
10.   giving  mother  forms  to  update  Baby  Book  and  keep  a  record 

f 

:  ^___o£-$l  eep-Acti  vi -ty—  —  

H.    arranging  for  appointments  fo^  testing  at  CDMRC. 
A  rigid  sequence  of  assessments  in  ^he  home  was  not  possible,  however, 
because  of  the  nature  of  the  observations  and  the  need  to  be  flexible  around 
the  baby's  requirements.    For  example,  at  the-one-month-vH-it-many-babies — 
fell  asleep  during  or  after  the  feeding.   Therefpre,  assessments  involving 
th'e.baby  in  an  awake  state  had  to  be  done  prior  to  the  feeding.    If  a  baby 
did  fall  aslejap  before  all  assessments  were  completed,  a  second  visit  had 
to' be  made  at  a  later  date,  if  convenient  with  the  mother.  - 
.The  smoothest  and  mos^'satisfactory  sequence  occurred  by  explaining 
to  tyie  mother  all  of  the  activities  to_be  done  on  a  particular  visit  and 
allowing  her  to  select  the  sequerce  based  on  the  needs  of  her  baby.  Many 

times  the  interview  was  interrupted  so  that  baby  could  be;fed.   Most  of 

\  -  :  '      •       .  '  - 

the  other  assessments  were  brief,  so  there  were  few  interruptions  during 

\     '  .   ■_  

a. particulars  activity. 

The  time  requirements  for  the  home  visits  increased  with  the  age  of 

the  infant,  largely  because  of  the  increases  in  the  baby's  activiti^s'and 

the-obs^rvations-th^e-mothers  wanted  to  share  with  us.    In. the  future,  of  - 

\  "        .  ■'*.••• 

course,  we  -ill  know\more  about  the  value  of  the  different  assessment 

'/  \. 
formats.    By  deleting  those  less  valid  or  reliable,  we  can  appropriately 

shorten  the  time  requireck-at  all  ages. 

A  major  decision  in  assessment  activities  of  this  type,  whether  for 

research  or  family  car^_lnvol^ves--the"Tegree  of  "normal cy'\  desired  during 

the"contact.    Since  a  major  purpose  of  the  home  visits  in  this  study  was 


to  observe  the  child  in. his  natural/environment,  we  avoided  intruding 
restrictions  on  normal  activities.   For  example,  we  did  not  request  that 
sources  of  distracting  sound  be  turned  down  or  off.   As  a  result  T.V.s, 


stereos,  and  radios  were  sometimes  left  running  (sometime  all  would  be 
playing  at  once)  to  the  point  that  conversation  was  difficult.  It  was 
also  distracting  when  the  mother  was  watching  the  T.V.  or  was*;pbviously 

•  partially  "tuned  in"  to  the  program.    In  the  interest  of  promoting  com- 
munication during  the  assessment  contact,  it  seems  advisable  to  compro- 
mise  the  goal  of  naturalness,  at  least  to  cut  down  on  the  distractions  . 
which  are  manageable.  •      -  •,  ' 

In  any  event,,  some  distract    is  can  be  expected  about  which  little  can 
be  done.    For  us  these  included  phone  calls  (usually  from. the  father), 
friends  dropping  in,  inquiries  from  other  family  members  living  in  the 
home,  and  pets;  all  were  curious. about  the  investigators'  and  many  times 
were  demanding  "of  attention  from  the. mother.    Families  who  lived  under  a 

•  flight  pattern  near  the  Sea-Tac  Airport  had  very  high  noise  levels  in  their 
homes.  During  those  visits  the  investigators  had  to  fit, their  conversation 
?nd  interviewing  . around  The  lull  between  airplane  departures  and  arrivals  . 

In  order  to  keep  tabs  on  some  of  the  distracting  influences  (which 
could  affect  the  quality  of  the  home  data)  the  home  visitors  were  asked  to 


record  their  impressions  following  the  visit.    These  impressions  included 
distractions  during  the  visit,  whether  the  mother  seemed  uncomfortable  or 
\  wanted  to  terminate  .the  visit  early,  and  whether  the  visitor  was  comfort- 

1 *  •  ,  ! 

 :  abie-duriTig-the-visit.^ These-impress-ioni^-t-ic-data  are-  further-discussed 

.       -j-frch'apter  5;  .  . 

It  was  also  anticipated  that  these  personal  contacts  might  bring,  to 

-  <       '.'      ■'  f  - 
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light  information  which  was  not  captured  by  the  assessment  instrument^- 

.  tiorw  To  check  ♦   s  and  to  take  advantage  of  the. professional  impressions 

  of  the  home  visitors,  we  asked  them  to  record  the  extent  to  which  the  ./ 

formal  data  reflected  the  true  situation,  concerns  that  were  evident  on 
-  ■  «  •  ** 

*'  the  part  of  the  family  but  went  unregistered,  their  own  appraTsal  of  the 

♦  ,  .  -  *?"  • 

strengths  and  problems  in  the  home,  and  their  concerns  about  the  children.  ' 

Th§„ information  from  the  mother  and  the.  observations  of  the  home 

environment  were  a  critical  part  of  the  study  both  for  gaining  new  know- 

,  *    ledge  and  for  methodologicalde\elopment.  '.Since  multiple  interviewers 

were  involved,  and  because  the  home  visits  were,  made  over  a  period  of  24 

_  months,  it  was,  important  to  document  intervisitof  reliability  over. time.  . 

------  .  ■  '  ■  \ 

Visits  by  two  staff  were  made  throughout  the  study  on  approximately  20 

_  .         percent  of  the  home  contacts.   The  reliability  findings  specific  to  the 

different  assessment  methods  are  reported  in  relevant  later  chapters.' 

r    ' — on  the  12-month  home  visits  all  the  mothers  were  asked, to  bring  their 

-'    infants  to  CDMRC  for  the  developmental  testing  by  a  psychometrist.   They  < 

were  given  an  appointment  convenient  to  them,  usually  for  the  following 

week,  and  a  permit  to"  park  at  the  University. 

The  testing  was  done  in  a  quiet  room  at  CDMRC  with  as  little  distract-  .,. 

 .  ing-iivter-ference-as-poss-iMe.  TJie_JtotaJ_lengcth_of_thelses;sio.n  av.er.age.cL_  _ 

\h  hours.   Usually  the  Bayley  Scales  were  administered  first,  the  Sequenced^. 

Inventory  cf  Language  Development  second,  and  the  Uzgiris-Hunt  Scales  last. 

This  amount  of  testing  was  about-all  that  could  be  managed  for  1-year-olds.  , 

.      .  Their  attention~span  typically  decreased  over  the  session;  only  one  child,     .  . 

however,  had  to  be  scheduled  for  retesting  due  to  mood  s^tate  or  fatigue. 

For  some  subjects  (N=6)  it  was  necessary  to'do  the  12-month  testing 

2.24    '  . 
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»i rv  the  home.   The  psychometrist  took  the  necessary  equipment  Into  the  home 
setting  for  those  families  who  had  moved  from  .Seattle  to  another  location 
in  the  state  and  for  those  who  were  willing  to  have  the  testing,  done  but 


were  not  willing  to  come,  to  CDMRC*    It  is  the  psychometrist 's  opinion  that 
the  change  of  protocol  to  testing  in  the  home  in  these  instances  did  not 
generally  Influence  the  results;  this  1s  in  contrast  to  the  experience  in 
the  home  testing  of  2-year-olds,  who/are  more  mobile  and  distractable* 

The  psychometrist  was^J^v4th--the  impression  following  the  1-year 
-testing i  that  this  is  an  age  when  mothers  are  anxious  about  how  their  child- 
ren are  doing  in  comparison  with  their  peers*    Such  anxiety  seems  to  de- 
crease  by  age  2,  when  mothers  are  more  relaxed  about  child  performance. 
Mothers  often  asked  questions  about  the  test  results  of  the  psychometrist, 
who  would  then  use  specific  items'to  show  them  that  the  child's  performance 
was  in  the  normal  range  Tor  age*    She  did  not  discuss  the  test  findings  £er 
se  with  the  mothers.    For  those  Tew  children  having  results  which  might  , 
Indicate  a  developmental  problem  rather  than  the  typical"  resolving  fluctua- 
t|on  around  norms  at  12  months,  the  usual  protocol  was  followed  to  insure 
the  necessary  attention  of "the  health  care  system.,  L 

Table  2.8  shows  that  62% 5  percent  of  'the  children  were  seen  within  two 
weeks  of  age  1  year  for  their  developmental  testing.   The  range  in  age  for 
this  contact  was  wider  because  of  scheduling  contingencies  for  the  mothers 
and  the  extra  effort  involved  in  leaving  the  home  .to  make  contact. 

Abstraction  of  £roup  Health  medical  records  was  a  valuable  source  of 


information  in  this  study*  ~  Records. were  reviewedTtwIce:   at  the  postpartum 
period  and  after  the  12-month  data  collection  contacts*   Several  purposes 
.were  served  by  the  record  data*    Assignment  to. the  appropriate  sample  cell 
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could  be  made^  based  on  the  postpartum  review  of  the  mother's  and  baby's 
records.   The  review~of-the  infant's  record  one  year,  later  showed- the 

A        I-  '  \  '       -a  '  '  ' 

.-amount  of  utilization -of, the  care  system  and  the  reason  for  each  contact.  _ 
Both,  reviews  produced  data  relevant  to  predicting  child  health  and  develop- 
ment.  Supplementary  access  as  needed  served  an  important  additional 
purpose.  .  Care  and  intervention  were,  not  part  of  project  activities.  The 
"staff" who  made"periddic  assessments,  however,  were  in  a  position  to  become 
aware  of  a  detrimental  condition  threatening  the  growth  and  development  of 
i a  study  child.   The  ethical  obligation  in  these  instances  could  be  ful- 
filled by  checking  to  see  whether  the  family  was  already  under  care  for 
the  problem.    If  not,  their  primary  care  person  at  Group  Health  could  be  . 
contacted  with  the  parents'  permission.  ."*".«. 

Information  obtained  from  the  prenatal  records  comprised  mother's 
name,  age,  race,  Group  Health  number,  date  of  first  clinic  visit,  number 
of  prenatal  clinic  visits,  and  significant  history,  including  EDC,  number 
of  ,   'gnancies,  deliveries*  abortions,  and  stillbirths.   Data ^collected 
from  the.  labor  and  delivery  chart  were:    total  weight  gain,,  time  and  date 
membranes  ruptured,  type  of  labor,  length  of  first  and  second  stage  of  -  . 
labor,  type  and  time  of  anesthesia  administered,  and" fofaT "medication  re- 
ceived.  The  newborn  factors  recorded  included:   sex,  birthdate,  hour  of 
birth,  apparent  race.'birthweight,  length,  OFC,  gestational  age  in  weeks, 
type      delivery,  presentation,  placental  vessels,  and  Apgar  at  1  and  5 
minute^.  *  .      .  , 

The  postpartum  record  review  was  done  primarily  by  two  persons.    One  ■ 
j\f  them  was  also  responsible  for  the  Bayley  Testing,  but  she  did  not  test  _ 
any  children  until  several  months  had  passed  since  contact  with  their  records 


..  Review  of  the- children's  records  after  they  tjad  been  tested  for.  the 
nonth  developmental  outcomes  was  done  by  "the  saWpersonnel .  Information 
abstracted  for  clinic  contacts  during  the  first  year  of  life  included -.date, 

•  A     *    •       ■       ....  -       1  -    "  ■ '  I     •  '  ' 

age,\physician  or  other  personnel  seen,  height,  weight,  OFC,  hematocrit,. 


professionaX-c^jceTnf7  and  mother's  concerns.- 


a 


Tljie  time  required  to  review  records~ranged  from  five  to  sixty  minutes 


depending  on  the  amount  of  fa-ferial .  "-THp  avP.ray-jHma  rogniirpd^wax  approxi- 
mately .tlen  mlhutes.  ■  [  I  J 

A  random  ^ample  of .20  medical  records  was  pulled  and  re-abstracted  by 
a  project ^member  not  previously  involved.  In  no  instances  were  there  dis- 
crepancies Vrom  the  abstracted  materiaT  whichTWul'd  result  in  . 
different  study  classifications.  1 


Data  Collection  Personnel 


Seven  people  collected  data  in  this  study,  j  All  are  female  Caucasians, 

•  Four  are  nurses;  &f  the  others,  three  have  Master's  degrees  and  one  has  a 

>  -       ■  v ,  '  L   '  I  " 

B.S.  degree.   TJie  nurses  made  the  majority  of  home^onjtacts;  some  visits, 


.however,  were  trade  by  two  other  staff  members,  one  with  a  Ph.D.  in  Speech 


and  Hearing  Sciences  and  the  other  with  two  ye; 


irs  of  co 


comnunity  college. 


One  /staff  member  ^has  a"B.S.  in  Psychology  andjhas  ^been  responsible  for  the 


/ 

datk  collection  at  CDMRC,  particularly  the  developmental  testing.  1 

*  •         '  '       ,  * '  !      .  I  '* 

The  data  .collection  personnel  were  chosen  for  their  expertise  and  for 


tlifir  ability  to  relate  to  the  study  families 


and  the  personnel  from  other 


agencies  involved  in  the  project.1  The  four  njurses,made0the  majority  pf 
ita  collection  contacts  i n^he_hosp±taLandL in~ the- Jioma—  Th.is_seeraed^ 


iesirable  because  the  methods  being  developed  were  aimed  at  later  nurse 


* 

•'  7  ' 


ERIC 


-2-^27- 


/ 


'       /  - 

t 


80. 


i\ —  " 


utilization  in  care  settings..  x' 

'Prior  to  beginning  the  formal  study.,  injyftir  to  prepare  for  using 

the  potential  screening  ~and  assessment  methods,  contacts  were  made  with  the 

"*,  '    I  J    "■         ■  <  :      .        *  * 

Health  Department  to  elicit  referral  of  normal  children  "and  children  with 

j  .   <eJ.  '  ;■  .         ■  ?  • 

problems.    Pairs5 of  staff  then  visited  the  28  families  who  were , referred-' 

•  T.    '  ..     '    •  :"     |         **  •  'v     ■'■        '  '\A  \- 

so  that  interobserver  reliability  as  welf  as  feasibility  of  the  methods 


could  be  examined,/, This  pretest  population' was  also  brought  to  the  Uni-, 
yersfty-  for  extensive  examination  by  ajiediatriciari,  a.  speech=sp^cialist,  • 

'  '  I    '  ':  .     .       .;'''*  ,*  •       -     v     "  1         *  v 

and  a  psychologist  as  an(aid  in  validating  the  findings  of  the  staff- from  -  . 


the  home  visits.  *  Videotapes  were  also  made  for^use  as' extended  training 


resources.    Special  training  and  reliability  sessions  were  held. on-  the.  . 


assessment  methods  for  newborns,  using  non&tudy  Infants  at  University  and 

*  V  *  *    -  ■ *  *    ::       ■        '    *  • * i  P  " 

Group  Health  Hospitals.    These  prestudy  procedures  assured  high  ir^tef- 
observer  reliability  prior,  to  embarking  on  data  collection. 


Appendix  2*3  shows  the  type  of  study-contacts  madej>y  the  project 
personnel .    Every  method  possible,  given  the  Available  resources, 


was  used 


to  ayqid  observer  bias.    In  general , ^except  when  scheduling  did  rjbjtjpermit 


it,  assignment  was  randomly  made, for  home  visits;  This  resulted  jn^  a  de- 
sirable approximation  of  the  real  world. <r  Although  ^continuity  of  family' 

contact  is  a  goal  in  care  settings,  in  reality  factors  such  BStSttfftL 

\  *  ■        V       <\         «  /  ' 

turnover  necessitate  assessment  procedures  useful  to  personnel  new  to  a 

- .  '  \   -  -V  -  •    ±        .  \  ~  9  .'    ■  ^  I 

family  situationv  .We  needed  to  find  out  whether  .a  stranger  to  the  family* 

:    ,  ■■  •    -  .  / 

could  effectively  e&tabjish  the  rapport  necessary  to  obtain  information.  . 

-Because  the  ass^^ments-are^s^roa^^       a  typical  health  care  settings 


they  could  be  passed  on  to  different  personnel  with  a  commonalfty  of 'mean- 


While  ttie  evaluation  on*  ttie^6Hter16n,.mea$ure$  at  12  months  was  not 
-    . ..      *  ,         .'?***         •  '  I 

."blind,1'  there  is  jfePevidence  that  the  involvement  of  the  psychometrist  in 

earlier  study  contacts  biased  her  testing.   ;In.  fact,  there  is  evidence  to 


the  confi^ry;  coinparison^o^the  12-month  Bayley  scores  on  special  cohort 


children' (explained. In  next  section)  w,lth -those"  for  the- rest  of? the  sample 
.showed  that  earlier, continued  contact. with  the  former  group  did  not  result 


or  "lower  scored  thar       other  study  infants, 


in  ithef reaving  higher 

-/  ■  - " 
Special  Cohort 

Additional  procures  Were  necessitated  by  the  use' of  a  smalt  special 
cohort  to  strengthen  the  'methodological  asbects  of  the  study.   The  plan  was 
jtp  establish  a^jttfrof  40  m^her-infant  pairs,  representative  of  the  sample 
cells,  who  woiild  come  to:th'e  University,  for*  supplemental  observation  and 
testing  at  feach  da ta^col lection  age.   There j were iseveral.  purposes  for  this  , 
dual  data  £51  lection../  It  provided  opportunities;  to  compare  the  simper 


-I 


assessments  m  the1  home  wi'th  more  complex  versions,  to  acquire  .a  videotape 
record  of  the  mother-infant  interactions,  and  to  tap  test-retest  reliability. 

 ■   .  *  |  • 

At  the  end  a/'tbe  one-month  home  visit,  every  fifth  mother  was  asked 

•v.  *   ./      i  •   \.   '  ■ 

whether^stie  was  willing  to  be  part  4)f  .this  special  group.   An  explanation 


was  given  .that  coiwni^ment  was  needed  for  the  full  Sequence  of  contacts 


f    .through  12  months  of  age  and  that  each  session  at  the  University  would  re- 
,     .quire  about;two  nours,  during  which  additional  testing  and  videotaping, 
would^e  done^  *  * 

„The\ajority  of  mc  jgrs _a§fced  were  willing  to  participate.   Many  wanted 


to.  tal^  it*ver  with  tfiei  n~husband$~  before  dedding.-^e^others^hcM^ef used— 


usually  dicflso  because  of  c^her.  responsibilities,  i.e.,  school,  br  returning 


to  work.    If  the  family  chose  not  to  participate',  the  next  subject  in  their  " 

cell  was  approached  until  an  affirmative  ^reply  ,was  received.   A  map,  park- 

<  j     /  -  * 

ing  permit,  and  clinic  'appointment  date  for  the  following  week  were  left 

with  each  mother  who  appeared  posit] ve  about  participating.   Once  families 

became  part  of  the  special  cohort,,  their,  participation  was:continued  through, 

«>  ~  -  I-  .  -  #      .  . 

[Similar  appointment  making  on  the  home^visit.   At  all  ages  the  appointment 

.was.  within  one-e*=7rtwa  weeks  following /the  home  contafct.  • 


A  total  of  33  families  were  recruited  to  the  special  cohort.   The.  CDMRC 

-""*./■ 

setting  to.  which  they  came*  was  a  sipgle  room -with  a  table,  an  infant  seat, 

'•  .         '  /  •  "    "  ; 

a  highchair  and  a  selection,  of  adult  chairs.   The  room  was  also  equipped 

with  a  microphone  and  bright  lights  soM;hat  videotaping  could  be  dope  *  ^ 

through  a  one-way  mirror. 


.  Appendix"?. 4  shows  the  types  of  data  collected  from  this  group.  No 
routme^fder^of  procedures  could  be  replicated;  the  order  was  determined 
on  jm  individual  basis  depending  on  such  factors  as  the  infant's  fatigue, 
cooperation,  or  hunger.  — *  " 


Referring  to  Table  2.8  for,, the  age  ranges  when  contacts  were  actually 
made  for  the  special  cohort,  we  find  that  the  influences  of  scheduling  and 
travel  to  the  University  are  again  evident.   The  percent  seen  within  two 
weeks  of~the~TEudy~a^^  86.7  at  1  month  to  60.7  ait  12  months.  — 

Complete  special  cohort  data  were  obtained  for  aH-but:two  families. 

»  .  '  ~~      r  ' — 

|  -« 
s  *  ' 

Prospective  Participation  and  Follow-up 

It  has  been  gratifying  to  note  the  cooperation  of  the  study  families 
and  the  interest  they  haveiJn  finding  out  more  about  the  health  and  develop- 
ment  of  their  infants.    This  has  implications  not  only  for  the  success  of 


4 
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the  present  study;,  it  also  bodes  well  for  the  future  feasib 


lity  bf  imple^ 


menting  selective  assessment \nodali. ties  with  the  expectation  of  consumer 
cooperation.    On  the  phole,  inf  rmation  which  might  ordinarily  be  con- 
s/dered  sensitive  has  been  given  freely,  and  mothers  have  exhibited  an  even 
greater  trjan  anticipated  willingness  to -share  their  circumstances >  ex-^ 
periencesj  expectations feelings,  and  problems .  • 


As  is 


typj^al  of  longitudinal  investigations,  this  study  has  ex- 


\ 


For  tft. 


perienced  .loss  of  subject  families  over  time  for  various  reasons.  For 

\f   ^  1  ■  r 


ose 


Wi.o  have  been  unable  to  continue,  every  effort  has  been,  made^to  determines 

i       . .  -i  '  .  •  / 


the  cause  of  termination  and,  if  possible,  to  make  specia,!  arrangements  so^ 


that  participation  could  be  raintained.  This  has  involved  telephone  calls,! 
special  trips  to  the  home.,  and  letters-to  find  a  mother  who  moved  without 


a  forwarding  address  or  for  some  reason  was  never  at  home  for  an  appojntmen 
Jable  2. 9. shows  the  timing  and  reasons  for  subject  Joss  in  spite  of  all  the 
efforts  ar  maintaining  prospective  participation. 

The  major~reason  for  total  loss  of  the  family  or  for  loss  of  some  data 
tiipe  points  has  been  residential  mobility^   Most  of  the  moves  were  related 
tolthe  fitter's  work,  education,  or  military  service.    There  has  been  a 
variiety  of  reasons  for  the  loss  of  the  remainder  of  the  families.  Consider- 


ing 


worthy  that 


the; tiir^e  commitment  required  of  the  mother  to  participate,  it  i?  note- 
there  has  been  very  little  dropout  through  lack  of  interest  or 
fusal.    One  father  asked  that  his  family  be  withdrawn  from  the 


outright  re 

study.   One!  mother  asked  to  be  dropped  for  "personal  reasons. "   The  other 
nonDarticigation  is  due  to  extenuating  circumstances;  for  .example,  two 
motiers'whd  returned  to  work  dfd  not  have  time  to  devote  to  the  home 

:       !  I 

Visjits;  one  baby  vasxplaced  for  adoption. 
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TABLE  2.9 


r 


if 


TIMING  AMD  REASONS  FOR  LOSS  OF  SUBJECT  POPULATION 


\ 


Newborn 


1  Month 


Time  of  Data  Collection 
4  Months  8.Months    "  12  Months 


193 


Returned  to  study 
at  12  months 


^.Completion 
85  Rate 


100^ 


9  ■ 
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\ 


189  completed 


3  unable  to 
locate 

1  father 
refused 


1 

98% 


^  170  comp"te£ed   |^[  177  completed 


-|  178  completed 


-1  ad 


optedy 


-1  mother 
wording 

-1  personal  . 
reasons 

_1  to°  Chicago 


7  unable  to 
locate 


17 


— 1  mother-  -  - 
working 

_1  to  Colorado 


A  unable  to  locate 


-6  unable  to  locate 


7  new  subjects 
added, 

1?  month  N=184 


8C 


92% 


A. 


It  was  important  to"  know  whether  ?  ^elective  dropout  would  influence 
the  findings,  especially  for  12-month  status.    Every  effort, was  made  to 
locate  missing  families,  and  our  persister  :e  paid  off  with  successful 
12-month  contact  with  eleven  previously  lost  families.   The  percent  contact 
varies  ,a.t  tne  different  study  ages.   At  one"  year  of  age  92  percent  (N=177) 
'of  the  original  newborn  sample  was  included.  '  * 

Of  the  16  families  lost  during  the  study,  13  had  mothers  with  no 
education  beyond  high  school.   This  loss  led  to  the  de£ision  to  add  sub- 
jects who  had  volunteered  and  provided  antepartum  data  but  had  not  been 
taken  into  the  sample  previously.    Seven  of  these  mothers  with  a  high 
school  or  lower  education  agreed  to  participate  when  contacted  at  their 
child's  first  birthday.   These  subjects  will  be  included  at  subsequent 
study  ages  with  long-term  follow-up  being  the  major  goal. 

.   All  the  newborn  and  home  contacts  were  successfully  completed  for  166 
(86%)  of' the  mother-infant"  pairs.    Of  these,  1.61  (83%)  also  had. the  12-  ' 
mon.th  developmental  testing. 

Analysis  = 

^  In  the  process  of  analysis,  we  followed  this  series  of  steps: 

1-.  Frequency  distributions,  and  summary  statistics  were  produced  for 
each  item  or  instrument  score.  This  step  provided  a  first  level  de^crip- 
tion  of  the"  findings  and  the  presence  or  lack  of  .variability. 

2.  Conceptual  groupings  of  the  data  elements  were  made.    This  step 
arranged  the  variables' from  several  instrument  sources  and  different  ages  - 
into  homogenous  subsets  to  facilitate  analytic  handling  and  interpretation. 

The  study  rationale  and  previous  knowledge  in  the  field  guided  this  process 

\ 
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3.  Data  reduction  was  carried  out.   Those  items  with  lack  of  vari- 
ability or  minimal  usefulness  were  dropped  from  further  analytic" con- 
sideration.   Items  within  assessment  instruments  were  examined  for  their 
compatibility  in  scoring  across  items.    Compatible  items  were  combined  to 
produce  a  more  stable  reflection  of  the  dimensions  being  assessed. 

4.  Reliability  analyses  were  done  to  look  at  inter-observer,  test- 
retest,  and  behavioral  task  stability  using  intra-class- correlations. 
This  analytic  method  is  described  in  Appendix -4.6. 

5.  Appropriate  bivariate  techniques  were  used  to  relate  the  reduced 
variables  within  conceptual  areas.   This  step  produced  comparisons  between 
simple  and  complex  measures,  between  parental  report  and  objective  assess- 
ment, and  between  similar  measures  to  show  consistency  over  time.   The  x 
statistical  method  used  to  .nake  these  comparisons  is^the  Kendall  rank  order 
correlation  coefficient.    This  nonparametric  method,  which  makes  no  assump.- 
tions  about  the  distribution  of  the  da^a,  is  suitable  for  ordinal  variables 
While  the  Kendall  coefficient  tends  to  be  lower  than  other  correlation  co- 
efficients calculated  on  the  same  data  (i.e.,  Spearman  and' Pearson) ,  it  has 
equal  power.    The  Kendall  correlation  method  was  chosen  primarily  because 
it  is  more  meaningful  with  a  large  number  of  ties  in  a  sma1!  number  of 
categories  than  are  other  nonparametric  correlations  (Nie  et  al_,  1975;- 
Siegel,  1956).      .  X 

Most  readers  are. probably  more  familiar  with  the  meaning  of  the 

magnitude  of  Pearson  correlations  than,  they  are  with  KendaTl  taus.  To 

« 

demonstrate  the  differences  both  statistics  were  run  using  the  same 
data  to  provide  comparisons. 

*         %  ...  s 
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Tau  -     Pearson  . 
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.13" 

.20 

.27 

.33 
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A  certain  proportion  of  calculated  correlations  can  be  statistically  , 
significant  on  the  basis  of  chance  alone.   This  is  a  concern,  especially 
'when  large  numbers  of  correlations  are  produced.   To  assist  the  reader  in 
^assessing  whether  this  phenomenon  is  at  work  or  whether  something  more 
substantial  is  reflected  in  the. number  of  significant  correlations,  we 
faye7added~t  ~    -  ^ 

.A  -  Total  number  of  correlations  computed  v 
-  E  =  Expected  number  of  correlations  with '  p<  i 05 

under  the  null  hypothesis  of  no  association  (E  =  .05A), 
0  =  Actual  number  of  correlations  with  p«c  .05 

ji 

6.    Variables  across  conceptual  areas  were  related  to  produce  descrip- 
tions of  infants  and  their  environments  at  points  in. time  during  the  first* 
year  of  life.    The  basic  method  used  here  is  discriminant  analysis.  The 
functions  derived  in  discriminant  analysis  maximize  differences  between 
groups. of  subjects  on  the  variables  entered  as  potential  discriminators. 
The  weighting  coefficients  identify  the  variables  which  contribute  most  to 
differentiating  among  the  groups  on  each  dimension  (function).   This  method 
of  analysis  provides  a  means  of.  describing  groups  of  mothers  at  the  various 
time  points  by  grouping  the  variables  into  one  or  more  dimensions  which 
reflect  the  primary  characteristics  at  each  time  point,  and  by  weighting 


the  variables  so  we  can  see  the  major  descriptors  (Nie  et  aK,  1975). 1 
The  statistical  criterion  levef  of  p  <  -05  was  set  throughout  the  analyses 
irrespective  of  the  test  technique  used. 

The. analyses  reported  here. do  not  exhaust  the  potential  insights  from 
this  extensive  study  of  the  first  year  of  life.   The  .data  remain  a  ricK. 
resource  for  future  analysis,  and  we^have  included  some  indications  for 
subsequent  avenues  of  inquiry  which  we  think^are  important  to  pursue. 

Appendix  2.5  contains  \  more  detailed  discussion  of  discriminant 
function^ procedures.* 
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Appendix  2.1 

•■■ft  -  . 
UNIVERSITY  OF  WASHINGTON  " 

School  of .  Nursing  & 

Nursing  Child  Assessment  Project 

•     «  *  |  $ 

COMPLICATIONS. 

Mothers  and/or  in  fan ts% with  any  of  the  factors  listed  below  will  be  ' 
considered  as  a  complication  subject.    Mothers  and  infants  without  any 
of  the  listed  problems,  will  b|>  classified  as  r.on-complication.  -  -Jihe 
information  necessary  for  making  this  decisiou  is  available  oh  the 
hospital  chart.        *  *  , 


\Under  20  years  of  age  or  over  30  years*   ~ — " 

previous  history  of  prematurity  (weight  below  5#8oz),  stillbirth, 
\r  neonatal  death 

iistory  of  infertility  for  a  2  year  period,  for  which  medical  treat 
'ment  was  received.  *  v  , 

"History  of  a  psychiatric  disturbance  requiring  hospitalization  or 
long-term  medication  prescribed  by  a  psychiatrist „  .  *  ;«* 

5.    Total  weight  gain  of  10  lbs.  or  under,  or  40  pounds  or  overi  during 
this  pregnancy.^ 

7^   No  prenatal  care,  o%  beginning  prenatal  care  after  7th  month, 
8.    Diabetes  Mel'litus  under  treatment 

9<    Chronic  alcoholism  ,  ^ 
-10.    Chronic  hygo-or  hyperthyroidism  under  treatment.  v  * 

11.  Chronic  urinary  infection  requiring  daily  medication. 

12.  Seizure  disorder  requiring  dafly  medication 

*13.  '.Hepatitis  \  * 

14.  Paginal  bleeding  for  which  doctor's  care  was  obtained  during  this 
pregnancy      '  * 

15.  Toxemia    -  4        '   -        7~  \  " 

16.  Premature  rupture  ofi  membranes  of  24  hours  ox  greater 

17.  Puerperal  infection,  fever  during  labor  requiring  treatment 
18c    Placenta  previa,  abruptio  placenta,  cord  prolapse 

19.    Primary  C  Section  for  any  obstetrical  emergency 
20>.    Second  stage  of  labor  2  hours  or  moi^e 

Infant  „  * 

1,  Fetal  heart  tones  below  120  or  above  160v  beats  r**r  minute 

2.  Meconium  ctaining  « 
3i    Presentation  other  than  vertex 

4.    Infant'^jrequix^  for  j>ver  2%  minutes 

(Hopre""bag,  intubation) 

Apgar^of  6  or  below  at  one  minute  or  five  minutes 
Drug-depressed  infant  requiring  treatment  %1 
Prematurity  -  weight  of  below  2500  gtns     /  '  **" 
Postmaturity  42+  weeks  o£  gestation  or  signs  of  postmaturity- 
Dystnaturity  «  low  birth  weight  for  gestational  age 


Appendix  2.1  (continued) 
Infant  (Continued)  IV 

'     ■  k 

*  10 •  Two  vessel  cord  .„ 

11.  Hypoglycemia  requiring  treatment  * 

12.  Oxygen  of  over  40%  for  24  hours  or  more  n 

!3.  Seizures  /  *  * 

14.  Recognizable  viral,  bacterial*  protozoan  or  fungal  infection  , 
^  within  first  3  days  of  .life  / 

15.  Metabolic  disease  other  than  hypoglycemia  • 

16.  Bilirubin  of  sufficient  level  to  result  in  an  exchange  transfusion 

MATERNAL  EDUCATION  ^ 

Half  of  the  subjects  selected  will  be  mothers  with  12  or  fewer  years 
of  education  and  half  with  13  years  or  more.    Educational4  level  is  asked  on 
the  prenatal  questionnaire.  ^  ^ 
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APPENDIX  2.2 
VARIABLES  AND, SOURCES -OF  DATA 


VARIABLE 


CHILD  HEALTH  AND  DEVELOPMENT  STATUS 
I..    Mental  and  Motor  Development 

1 

II.    Social -Adaptive  Development 

%   ,  '  -     1  4 

r  r 

III.    Language  Development 


IV-  -  Child's  Physical  Health 

A.  -Physiological  and  structural  

intactness 

B.  Growth:    height,  weight 
occipital  frontal  circumference 

C.  Nutrition:  hematocrit 

D.  Accidents:    number  during  first 

year 

E.  .Morbidity:    number  and  severity 

of  illnesses  during  first  year 

F.  Health  care  utilization      *  . 

PERINATAL  RISK  FACTORS 

As  listed  iri  Appendix  2.1 


SOURCE  O'F  DATA*' 


4 


Bay  ley  Mental  &  Motor- Scales  (12,- 
24)  and  Uzgiris-Hunt -Develop- 
mental Scale  by  Psychologist 
(12)  •  ;       .  .  , 

9 

Bayley  Behavior  Scale  by 
Psychologist  (12,24)  - 

Sequenced  Inventory  of  Language 
Development  (SILD)  by  Speech 
.  .  and  Hearing  Therapist  (12)  - 


-Phys-icia  nis-£xam_(J£)- 


Medical  record  (12) ,  mother's 
report  (24) 

Medical  record  (12) 

•Mother's  report  (4,  8,'  12,  24) 

Mother's  report  (4,  8,  12,  24) 
medical  record  (12) 

Medical  record  (12) 


Medical  record  (2  days) 
mother's  report  (AP) 


MEDIATING  FACTORS 
IF 

•I.  .Infant  Characteristics  . 

A.  -Physical -characteristics 


Brazelton  Neonatal  Behavioral 
•   Assessment  Scale '(2  days) 
Dubowitz  Gestational  Age 
Assessment  (2  days)  ■  r~ 
Minor  Conqenital  Anomz  1i.es 
(after  Waldrop)  (1-12) 


*  Numbers  in  parentheses  indicate  age  of  data  collection. 


\  Appendix  2.2  (continued). 


Variable 


Source' of  Data 


MEDIATING  FACTORS  -* Infant  Characteristics 

Bv  Rhythmicity,  of  sleep-wake 
■    -.<•      behavior  ,    ,  — 7  >— 


One-week  Record  of  Sleep-wake 
i^Behayior  (1-12) -  ' 


II.  .  Family  Characteristics      "    .  -  ,  . 

.    '   V       '    V  •/  • 
A.    Demographic  -  parents1  age*  . 

.  *race,  employment,  education 
"  -  artd  income  .    .  7 

"B.  f  Physical  environment,  place  of 
residence  and  type, of  housing 

;  -  •'"/"•>:  :'. 

III.  Parent  Perceptions  y 
4 —  Maternal  ,  !. 


Mother's  report  (NB-24) 


Vothedsjceport  (AP-24) 


'X 


iV  Social  ^environment 

J  a  J  .Cultural-  ch^ct^istfcs    _  ~ 

br   Husband-wife  relationship 
c.    Emotional  support  of  mother  [ 
'dV   Physical  /help  for  mother^ 
e.    Joint  decision  making 
-   .       •       -       '       '  "\ 

2*.    Own.  health       -      *  _A 
—  ■       *        <   :K  \  ' 

3,    Health  of  family  members, 

;,4.    Feelings  about  pregnancy,  labor, 
and  delivery,  and  motherhood  \ 


\  • 


■  / 


5.'   Primary  concerns 


•/ 


•  -  6.   Attitudes  about  childrearing 

7.  -  Expectations  of  child        •  " 

8.  Understanding  of  moto'r  and 

mental  development 

9..  Perception  of  infant  behavior 

i  ,  •  ~         ,  1 . 

lb.   temperament  characteristics,, 
own  and  child's 

B..  Paternal        ^  '■ 
 ,1.   FeeMngs-about  infant 


Alpern  &  Boll  Developmental  Pro- 
file '(8-12) 

Broussard  Neonatal-  Perception 
■  Inventory  (2rdays ,-1-)— =  


Carey,  Infant  Temper.aine'nt 
I  Characteristics  (1^12) 

[Father  questionnaire  (12)  .. 
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,2.  Participation  in  child  care 
3.  .  CojUerns- about -child 
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I.  • 


/ 


■'  •  Ap.pendi x  2 . 2-  ( conti  nued ) 


Variable 


Source  of  Data  / 


\ 


MEDIATING  FACTORS-  -  Parent- Perceptions  T 
r,B.    Paternal         *  J- 


4.    Perception  of  development- 


-   progress  /  ; 

'        •   •  •/ 
5..    Perception  of  infant  behavior 

•        -6.   Agreement  wi tl?  mother  on  • 
'  \\  f  child  rearing  _ 

7.    Satisfaction  wjth  father  role. 

8/ '-Educational  expectations  for 

t  '• ;  f  c.h'11d  • .." 

IVV  Parent-(Chi  1  d.  Interact] on  .-and 
Environmental  Stimulation 


V  , 

'■1  \  ■ 


8  I. 


.A,  Animate 


Cajdwell  Home  Inventory1: (4, 8, 12,24)  „ 
.  Rating  Scales  of  Maternal  &,  "  . 

■  In.fant_Bebay'f6r  During. feeding, 

•  Sess1ori*(£-lz)  and  Rata  rig  Scales--^  ~ 
—  of  Maternal :  &~Infant-Behav-i6.r~ 

During  Teaching-Session  (1-24).  ; 

■  Mother's- Report  on  Interview 

•  Items  .(1-12)  ^ 


1.   Maternal  involvement  with 


fchild  . 


. «    2.    Emotional  resporistvity  .  • 

3.    Verbal  and  nonverbal  feedback 
■  '        behavior. of  mother  /    t  , 

■4V  Sensitivity  of  mother  to  needs. 
■  ; ■  and  rhythms,  of  child 

5.   Contingency  of  maternal"  /y 
'responsivejies^  " ~~ 

6^   Maternal  efficiency 

7.  Maternal  adaptabil 

8.  Maternal  control  strategies 

B.    Inanimate  t- 


1..  Maternal  orgjriizati/©  of 
physfcal-enylronnent 

L- 7  2.    Of  temporal  e'nyi/oiwent 


Variable 


App_endix  2.  2^'ontinued) 


•  < 

T  Source  of  .Data 


-ft 


,i£DI ATIN6-" FACTORS  -  Parent-CMTd^ 
/  Interaction  and  Envi ronme'ntal  . 
Stimulation^,'  '  ; 

.  *   •.  S  ■  1  .  ■ 

"  B.    Inanimate    « -  . 

*  .  - 

3.    Provision  of  toys  and 
r      '  "         activities  for  child 

.7.  r-     4.   A^opHate  level 

.  M  5i  '^a|iety 

6."  'jiMber  -  .  • 

" .  .'   V  ;  7.  ,Wse; level 

C .  -CRi  Id '  s  res ptfnse 

7w       1 .   Attentiveness * 
i   "  •  2.  '  ^erbaTtzatipn  , 
•  .  !^3.  /hood  > 


A    .  >V 

I'. 


Interviewer  Rattrtg  (NB-12)' 

/  - 


•4.  Visual  contact 

5.  Pleasure  . 

— — 6-r  Responsiveness  . 

'  ; '  7 .  Intensity  ^>f  i nvol vement 

8.  Duratipn  ojinvoljvement-- 

A    V."   Life  Change  /  j. — ; 

TZ^V     '..:'/  r 

■Recent  life  events-  ' 


Holmes'  Social  Readjustment  — 
Rating  Scale  (AP-12) 


•  •  * 
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APPENDIX  2.3      ..   •  ,  '  * 

TYPE. OF  STUDY  CONTACTS  MADE  BY  PROJECT  PERSONNEL 


Staff  Member 


Study  Contact 

A 

B  ,  '. 

r 

c 

D 

E 

F 

G 

Prenatal 

Recruitment 

X 

(X) 

- 

Newborn 

"Interview 
M.&  I  Risk  Factors 
£ell  assignment 
BVazelton 
Dubowitz 

X  X  X  X  X 

.X 
X 
X 

(x) 

X 

.  X 

(X) 

(X) 
X 

(X) 

X 

IS  ■ 

X 

(X) 

One  Month 

Hnmp  \iA  1" 
numc  v i o i u 

X 

.x*  . 

X 

X 

x 

Special  cohort 

.  X 

# 

x 

4  Month 

Home^visit 

X 

'  Y 
A 

v 
A 

V 
A 

x 

x 

Special  cohort 

v 
X 

8  Month 

.Home  visit 

X 

X 

x  ■ 

X 

X 

X- 

'Special  cohort 

X 

\ 

12  Month 

Hdme  visit 

-  \ 

X, 

X 

X  ' 

X 

x  - 

'  X 

.   Special  cohort 

Developmental  testing 

X 

X 

O  "0  ^occasionally  on 

ERIC         .        ..  y  * 

Li.-t-i.TT-n  .■■*  ,  ■  ■ 


APPENDPX ,2.4 
MEASURES  OBTAINED  ON  THE  SPECIAL  COHORT  "BY  AGE 


"          '.  Measure 

1 

Months  of  Age 
4  8 

12'  " 

Feeding  Observation  (videotaped) 

X 

-  JP — 

X 

• 

Teaching  Observation  (videotaped)  * 

X 

•X 

X  * 

X 

Mother's  Perception  of  Communication 

X 

X 

X 

X  * 

Carey  Survey  of  Temperament 
(long  form) 

X  . 

X 

*  x 

X 

Minor  Anomalies 

X 

X 

X 

-  X 

Bayley  Scales 

X 

X 

X 

Sequenced  Inventory  of  Language 
Development  (long  form) 

X* 

X  . 

.  X 
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— 8  — appendix  -2;s  —  

DISCRIMINANT  FUNCTION. ANALYSIS  PROCEDURES1 


,  4  > 

For  the  discriminant  function  analyses  used  in  this,  report  we  have 
chosen  a  stepwise  selection  method  in  which  the  independent  variables  are 
selected  for  entry  into  the  analysis  on  the  basis  of  their  discriminating 
power1.   The  Wilks'  lambda  criterion  is'used  which  selects  the  variable 
which  yields  the  smallest  Wilks1  lambda  (equivalent  to  the  largest  overall 
multivariate  F)  at  each,step  in  the  analysis.    The  "F  to  enter"  is  set  • 
-ert-a— l«vel^tieh-thatHio^ar43b4«-^uW-be-entered-i-f-it  decreased  the 
overall  "power  to  discriminate  among  the  groupsr- 

The  main  points  of  interest  in  the  summary  tables  are  summarized  as 
follows:  ' 

1.  The  variables  which  emerged  in  a 'solution  afre  the  major  discrimina- 
tors  of  the  groups.    Variables  which  were  considered  are  listed  under 
"means";  those  which  did  not  emerge  in  the  final  solution  decreased  the 
overall  discriminating  power  and  were  deleted.  "  .  •  „ 

2.  The  canonical  correlation  is  one  measure,  of , the  importance  of  a 
discriminant  function.  »This  correlation  squared  is  the  proportion  of  vari- 
ance in, the  discriminant  function. explained  by  the  groups.    One  criterion 
for  eliminating  functions*  is  to  test  for  the  statistical  significance  of 
discriminating^ information  not  already  accounted  for  .by  earlier  functions. 

.Milks'  lambda  is  an  inverse  measure  of  the  discriminating  power  in  the  origi- 
nal variables  which  has-  not  yet_been  removed  by  the  functions— the -larger 
the  lambda,  the  less*  information  remaining.    Lambda  is  transformed  into  a^_ 
Chi-square  statistic  for  a  test  of  statistical  signfficance.   This  criterion  v 
is  used  to  determine  the  significance  of  the  functions.  ; 

3.  Each' standardized' discriminant  function 'represents  the  relative 
contribution  of  coefficient  of  its  associated  variable  to  that  function. 
Standardized,  rather  than  unstandardized,  coefficients  are  more  relevant  »  -  \ 
since  the  scales  on  which  the  variables  were  originally  obtained  are  con- 
siderably  different.    *••  •     .  - 

4.  The  centroids  of  the  group  means  in  reduced  space  are  the  mean 
discriminant  scores  for  the  groups  on  each  function..  The  centroids  sum- 
marize the  group  locations  in  the  (reduced)  space  defined  by  the  di scrim-         .  ^ 

-  inant  functions.  ' *         '  -  * 


Tor  further  discussion  of  discriminant  function- analysis  the  reader 
.is  referred  to  Nie  et  al. (1975) . 
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CHAPTER  3' 

*     INSTRUMENTATION  AND  FINDINGS :  .» 
■  INFANT-CHARACTERISTICS  . 

INTRODUCTION 

•  «  , 

This  chapter  on -infant  characteristics  includes  presentation  of  the  data 

op  perinatal  risk,  gestational  age  assessment," newborn  behavioral  assessment,  ■ 

newborn  neurologicalassessment,. assessment  of  minor  physical  anomalies  at 

4  and  8  months,  and  the  sleep-activity  record  at  1,  4,  8,  and  12  months  of 

age.1  •  *  "    .  / 

The  statistics  used  generally  will  be  mean,  standard  deviation  or  median, 
and  range...  The  Kendall  .Correlation  .Coefficient  was  the  parametric  s>tatis- 
tical  procedure  primarily  used  to  examine  relationships.   The  number  of  sub- 
jects will  be  given  on  each  summary  table;  on  tables  representing  correlations 
at  various  age  points,0 the  range  of  subjects  included  at  all  ages  rather  than 
at  kach  age  will  be  given.  .  x «  ••  ' 

PERINATAL  RISK  • 

t. 

Overview 

Maternal  and  infant  perinatal  risk  factors  In  relation  to  child  develop- 
ment  have  received  considerable  attention  and  research.  Many  of  the  studies, 
however,  have  inconsistent  findings. 

There  is  evidence  that  points  to  the  vulnerability  of  the  fetus  in  un- 
favorable intrauterine  environment.    Yet  it  is  difficult  to  sum  up  the  total 
effects  of  these  perinatal  insults.    Radical  changes  in  health  care  services 


^A  consistent  patten)  will  be  followed  in  reporting  the  data. 
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may  call  for  re-evaluating  the  results  of  many  of  the  earlier  studies  of 
the -consequences  of  maternal  infant  risk  factors^   With  known  risk  factors 
under  continuous  medical  monitoring  and  with  improved  services  to  minority 
groups  and  to  the  poor,  data  continue  to  indicate  that  race,  socioeconomic 
status,  and  pregnancy  complications  may  be. related.    Difficulties  arise, 
however,  in  demonstrating  that  ttie  outcome  is  related  to  one  and  .not  con- 

t  -  » 

founded  by  all. 

Most  research  has  been  directed  toward  the  effects  of  particular  ill- 
nesses or  conditions  rather  than  towards  an  interaction.of  multiple  impair- 
ments.  These  multiple  impairments  include  not  only  the  severity  of  the 
pregnancy  or  delivery  "illness,"  its  effect  on  the  developing  fetus  or  new- 
born', the  tolerance  level*  of  the, individual  pregnant  women  and  the  quality 
and  timing  of  medical  care,  but  the  socioeconomic  status  of  the  environment. 

Adverse  conditions  seem  to  concentrate  themselves  in_the  socially- 
deprived  groups.   Thus,  social  and  biological  variables  seem  to  g6  hand  in 
hand  .'in  predicting  pregnancy  outcome  and  the  subsequent  development  of  the 
infant. 

Drillien's  (1964,)  research  on  prematures  showed  that  20  percent  of 
those  with  a.  birthweight  of  three  pounds  or  less  required  special  schooling 
or  institutionalization.    But  such  a  poor  outcome*  was  much  more  common  if 
the  infant  was  reared  %r-pov.erty  than  if  the  child  was^ reared  in  an  environ 

0roent  of  plenty.    The  Pasamanick  and  Knobloch  (1966)  retrospective  study 
found  that  difficulties  during  pregnancy  and  at  delivery  are  more  highly 
associated  with  a  lower  economic  status. 

The  Kauai  Study  (Werner,  Bierman  &  French,  1971)  indicates  that  peri- 

'  natal  risk  factors  disappear  during  childhood  asomore  potent  factors  exert 
their  influences-   The  collaborative  study  of  Niswander  and  Gordon  (1972) 


Investigated  the  effects  of  a  variety  of  pregnancy  and  delivery  variables 
on  outcome.   This  investigation  has  documented  the  relationship  between  the 
education  of  the  mother  and  the  existence  of  neurological  abnormalities  of 
the  infant  at  .12  months  of  age.    Presumably-  the  lower  the  mother's  education, 
the  lower  the  socioeconomic  status  of  the  family;  ■ 

A* recent  review  by  Saneroff  and  Chandler  (1975),  surveying  research 
directed  toward  early  identification  of  factors  predictive  of  later  develop- 
mental  deviancy,  emphasizes  the  need  of.  a  continuous  assessment  of  the 
-^transactions  between  the  child  and  his  environment.    Obviously,  the*  primary 
environment  to  be  assessed  is  the  one  provided  by  his  caretakers.  Sameroff 
and  Chandler  felt  the  characteristics  of  both  the  parent  and  child  must.be 
considered  as  well  as  the  degree  to  which  mutuality  and  a  supportive  environ- 
ment is  established;  - 

The  results  of  these  research  studies  indicate  that  reproductive  compli- 
cations  and  socioeconomic  status  are  interdependent.   When  infants  with  com- 
plications are  followed  over  a  period. of  years  their  development  can  be. 
anticipated  only  if  environmental  factors  are  taken  into  consideration.  A 
child  who  is  born  vulnerable  but  has  a  supportive  environment  can  attain  a 
normal  growth  process. 

Within  the  last  ten  years* there  has  been  much*  research  on  the  problem 
of  predicting  before  birth  which  pregnancies  will  result  in  difficulties. 
As  an  example,  Nesbitt  and  Aubry  (1969)  developed  a  system  of  scoring  pre- 
natal factors  to  produce  a  total  predictive  score:'  women  with  high  scores 
were  considered  to  have  high  risk  of  perinatal  complications  while  those  with 
low  scores  were  considered  to  have  low  risk.   Their  scoring  tool,  the  "Mater- 
nal Child. Health  Care  Index,"  includes  information  about  maternal  age,  race, 
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parity, -previous  obsietrTc  history,  current  obstetric  disorders,  nutrition, 
disease,  emotional  status,  social  class,  and  home%inancial  situation.- 
Their  results  provide  at -leait_a  partial  validation  of  the  scoring  method, 
since  those  mothers  rated  as  high  risks  did  in. fact  have  a  higher  percentage 
of  complications  of  various  kinds  than  did  those  mothers  rated  as  Vow  risks.. 

.Virtually  all  researchers  agree  with  Nesbitt  and  Aubry  on  the  predic-  • 
tke  factors,  .although  different  authors  weigh  and  define  the  various  factors _v 
somewhat  differently  (Haerl ,  1974;  Hobel,  1973;  Goodwin,  .1969;  Prechtl,  1967; 
Werner,  Bierman  and  .French,"  1971).   Maternal  age,  marital  status,  race,  in- 
adequacy of  prenatal  care,  social  class;  disease  state  or  malnutrition  during 
pregnancy,  prior  obstetrical  history  and  materna^ttr;ess  are  cited  by  vir- 
tually all  authors. 

Description  of  the  Perinatal  Risk  Measure.'  The  risk  factors  were  taken 
by  a  member  of  the  research  team  directly  from  the  medical  chart  of  the  mother' 

and  infant.   There  were  periodic  reliability  checks  throughout  the  select: ?n 

>  1  •  ' 

process,  and  there  was  always  complete  agreement  by  the  two  coders. 

Distribution  of  Sample  on  Perinatal  Risk. Measures..  Table  3,1  shows  the 
"~  -  _  '  J.  r 

frequency  distribution  of  the  maternal  and  infant  risk  factors.    It  is  well 

to  keep  in  mind  that  our  primi parous  sample  was  under  continuous  medical 

supervision  and  had  registered  for~care  early  in  their  pregnancy. 

.    The  three  most  frequently  occurring  prenatal  risk"  factors  were:. age, 

weight  gain,  and  previous  reproductive  history  of  problems. 

The  four'  most  frequently  occurring  risk  factors  during  the  intrapartum 

Hhe  list  used  as  a  guide  for  coding  risk  has.  already  beerf  discussed  in 
Chapter  2  and  is  in  Appendix  2.1. 

; 

9  ,  " 

o 
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FREQUENCY  DISTRIBUTION  OP  MATERNAL 
AND  INFANT  R ISA  FACTORS*  - 


N=193 
•N 


Prenatal  Period 


\ 


1.    Under  18  year's  of  age. or  over  30  years  of  age         32       „  '16.6 

2r.    Previous  history  of  prematurity,  stillbirth,  v 

neonatal-  death  -A     14         -  7.2 

3.  -History  of  infertility  for  a  two-year  period,  ^ 

-for  which  medical  treatment  was  received       ~     0  0  • 

*  «v  * 

.•4.  History  of  a  psychiatric  disturbance  requiring 
hospitalization  or  long-term  medication  pre- 
scribed by. a  psychiatrist  t  1  0.5 

5.  TotaJ^wej^frt^aj^  or  * 

40  pounds  or  over,  during  .this  pregnancy  ^         20  10.4 

6.  Drug  addiction  ^  0  %*0 

7.  No  prenatal  care,  or  beqinning  prenatal  care 

after  7th  month  -  0  0 

8.  -Diabetes  Mellitus  under  treatment  0  0 

9.  Chronic  alcohoTfsm  ■   ^  ■  0  0 

10.  Chronic  hypo-  or  hyperthyroidism  under  treatment      6  3.1" 

11.  Chronic  urinary  infection  requirinq  daily  medica- 

tion %m  •  .  4%  .  2.1 

12.  Seizure  disorder  requiring  oaily  medication  0^         ,  0 

13.  Hepatitis  .  -0  0. 
14..  Vaginal  bleeding  for  which  doctor's  cafe  was 

'  -       obtained  during' this  preqnancy  v  0  0 

v  - 

^        Intrapartum  Period 

1.  Toxemia  w  2  1.0 

2.  "Premature  rupture,  of  membranes  of  24  hours 

•  or  greater  '  2  :  1 .0 

3.  Puerperal  infection,  fever 'during  labcir  V 

requiring  treatment  1    -  -  '0.5 

4.  Placenta  previa,  abruptio  placenta,  cord  prolapse     1  0.5 

5.  Primary  C-Section *(for  any. obstetrical  emergency)    11  5.7 


3. 
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Table  3.1  (continued)' 

_  •  •  -- . 

6.  Second 'stage  of  labor  2  hours  or  more'- , 

7.  Fetal  heart  tones  below  l20.  or  above  160  beats 

per  minute  ** 

..8.  -Meconium  staining  '  « 

9.  .Presentation  other  than  vertex 

Neonatal  Period  .  . 


"1.    Infant's  requiring  resuscitation  for  over 

Zh  minutes  ,  ^"^^ 

2.  Apgar  of  .6  or  below  at  one  minute  or  five 

minutes  ;  "  ] 

3.  Drug-depressed,  infant  requiring  treatment 

4.  Prematurity  -"weight  of  below_250Q  gms. 

.  5.    Postmaturity  42+  weeks  of  gestation  or  siqns 
of  postmaturity  * 

6.  Dysmaturity  -  low  birth  weight  for  gestational  . 

age.  . 

7.  Two  vessel  cord  » 

8.  Hypoglycemia  requiring  treatment 

9.  Oxygen  of  over  40%  for  24  hours  or  more" 
10.  Seizures, 

1.1.    Recognizable  viral,  bacterial  .protozoan  or 

fungal  infection  within  first  3  days  of  life 

12.   Metabolic  disease  other  than  hypoglycemia 

•13;    Bilirubin  of  sufficient  level  to  result  in  an 
\ '  .*  •  exchange  transfusion  3 


18        '  9.3 

« 

.46     -  ,    /  *3-.8 
24'  12.4 
7  •  3.6 


0 

0  . 

23 

11.9  , 

•o 

0 

3 

1.5' 

3  \ 

1.5 

9  

4.7 

0 

"■   0  ."' 

t) 

0 

0 

0  ,  ■ 

2  . 

1.0. 

0 

0 

0 

0 

0 

0 

3-6 

105 


period,  were:    fetal  heart  tones  below  or  above  normal 'levels;  meconium 
staining;  second  stage  of.-1'ab^two  hours  or .more;  and  primary  Cesarean 

section.  '  ' ,    «  .     •  t-  **  *     -  • 

Apgar  o;  ?  dVVeTow  at  one  minute  or  at  five  minutes,,  and  -dysmatari ty»  . 
p  .  .         .•    .    '  ... 

were  the- two' tnf ant  risk  factors  that  occurred  most_ frequently  during , the 

neonatal  period.;'    •  ••■».♦  v  •  ".-■»_   *•»* . 

'      'Data  Reduction.  -In  analyzing  the  data -we  have  directed  our  thinking  .to  ^ 

two  .hypotheses :   first,  Pasamanick  and.Knobtoch's  (1961)  position  that  corn- 

plications  and  the  multiplicity' of  these  during  pregnanty  and  delivery  are 

associated' with  disorders  in  childbed.   Second,  Hobel  (1973)  suggests  that 

*  **    '  * 

the  intrapartum  period  is  a  very  important  determinant  of  perinatal  morbidity 
and  mortality.   Therefore,  the  risk  factors  were  separated  according  t&  the 


pattern  of  occurrence:  '•during  pregnancy,  the  intrapartum  period,  an 


ncktfie 


-neonatal  hospital  stay.   The. score  then  represented  the  cumulative  risKto 
which,  an  infant  was  sublet,  or,  alternatively,  each  period  could  be  assessed 
•independently.  -In-the -present-study  scoring  was  done  after-all  the  data  had  m 
been  collected.         h  .  .     *  • 

Table  3.2  summarizes  the  distribution  of  risk  factors  during  the  periods 
of  occurrence:   prenatal,  intrapartum  and  neonatal'.  The , frequehty  of  .ri-sk 
factors  is  greater. during  the  intrapartum  .period,  in  spite  of  the  fact  that 
there  were  fewer  risk  factors  on  th4  criterion  list  during  that  period  (see 
Table  3.1).   This  is  consistent  with  recent  data  presented  by  Aubrey  and  • 
Pennington  (1973).   The  most  frequent  risk  factors  in  this  sample1  population 
"during  the  intrapartal  period  were  fetal  heart  tone**  below-or  above  criterion 


meconium  staining,  and  prolonged  second  stage  of  labor.   These  factors  all 

^  ■  \        ■  . 


represent  probable  stress  to  the  fetus. 


TABLE  3.2 

FREQUENCY  DISTRIBUTION  OF  MATERNAC'AND  INFANT 
RISK  FACTORS  ACCORDING  TO  THE  , 
s~  .PATTERN  OF  OCCURRENCE  . 

>■  i  ■  t— =x= 


Number  of  Prenatal  >      '*     Intrapartum    .    -  Neonatal 

Risk  Factors  Period  •   ''Period  Period 


%  '  N  %  '  N    *  % 


V*"-                                     1  * 

0 

•%  '  130 

•67.*3  . 

114  ; 

■  59.1 

161 

V  83.4  , 

1  v  . 

.  50 

•  25\9* 

51 

;  26.4  . 

■»26 

13.5 

'♦2 

12 

6*:  2 

'•23 

111.9  • 

4 

''  2.1 

.  3  . 

1 

-  0.5 

4 

2 

l'.o. : 

4 

•  0 

>   o  *  :  - 

1 

0.5 

0  v 

•0 

•  Total 

• 

193 

iqp.o 

193 

100.0 

193 

r 

i'oo.o  . 

4, 


\ 


The  next  step  1n  data  reduction  was  to  determine  a  score  which  rep- 
resented  the  duration* of  risk  for  the  mother  and  fetus.   Table  3.3  presents 
the  ordinal  ranking  "of  maternal. and  Infant  risk  factors.'  All  subsequent 
references  'o* perinatal  risk  in  this  report  re.fer  to  this  ranking.  The 
severe  group  represents  the  occurrence  of  One  or  more  risk  factors  in  all 
three  peribds  from  prenatal  through  .neonatal .   The  moderate  group  had  risk 
factors  during  two. periods:    always  in  the  neonatal  and  ther,  one  in  either 
prenatal  or  intrapartum.   The  mild  group  had  no  neonatal  risk  factor,  though 
it  could  have  had  one  in^thi  prenatal  and/or  intrapartum  period.  This  * 
method  of  data  reduction  is  meant  to  emphasize  the  cumulative  effect  of 
risk  to  the  fetus  rather  than  an  emphasis  on  the  total  number  of  "risk  fac- 
tors. This  ranking  best  controls  for  the  mediating  influence  of  medical 
management,  since  with  appropriate  management  during- the  prenatal  and 
intrapartal  periou  £he  risk  to  the  neonatal ^should  be  reduced. 


Overview 


. GESTATIONAL  AGE  ASSESSMENT 

Premature  infants* are  known^to  be  at  a  disadvantage,  particularly  ear]y 

in  life  in  their  course  of "growth  and  development.   Recent  evidence  suggests. 

that  infant  caring  practices- are  especially  important  in  assisting  them  to 

achieve  normal  health  outcomes.   Usually  gestational  age  is  tyf erred, by  ^ 

birth  weight,  time  since  mother's  last'nenses,  or  a  combination  of  the  two." 

\  •  ...  ■ 

Often  gestational  age  is  calculated  on  misinformation  or  lack  of  Informa-.  • 

tion  about  the  probable  time  of  inception.   Several  attempts* have  been  made 
by  neurologists  and  pediatricians  to  devise-a  method  for  accurately  deter- 
mining gestational  age  on  the  basis  of  overt  neurological  signs  or  external 
physical  criteria.   Recently  Dubowitz,  Dubowitz,  and"  Goldberg  have  made 


TABLE  3.3 

* 

ORDINAL  RANKING  OF  MATERNAL  AND  INFANT 
RISK  FACTORS 


Category 


N 


None 


Mild1 


80 

c 

81 


Severe" 


2_ 


-t9- 
13 


Mild  =  one  or  more  factors  in  prenatal  and/or, intrapartum,  none  in 
neonatal..  a  ,      fc  •  *" '  "  j|p 

2Mpderate  =  one  or  more, factors  1n  neonatal  and  "one  or  more  in  either  . 
prenatal  or  intrapartum;  or  one  or  more  in  neonatal  and  none  in  prenatal  or 
intrapartum.  .  .  ;'    ■  •  *  .• 

3Severe  =  one  or  more  factors  in  prenatal  and  intrapartum  and  neonatal. 


i 


V 


o 


9 
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available  such  a  method  which,  under  trial,  correctly  calculated  gesta- 
tional age  -  two  weeks'  at  95  percent  confidence  limits.  , 

Th!:L_t00^  USJL10  "eurologic-  and  11  external  physical  criteria  to 
estimate  gestational  age.  ^Hrt-e^teri a  were"  chosen  by  the  authors  as 


easily  defined,  reproducible  by  different  observers,  and  least  influenced 
by  neurological  abnormality.   The  criteria  scores  are.  used  in  a  regression 
formula  to  obtain  gestational  age.    In  a  study  of.  167  infants,  the  estimated 
age  correlated  .93  with  the  age  calculated  from  clear  mens'truai  KistoTie^ 
Multiple  assessments  were  done  on  70  infants  by  th/ authors;- these  showed  4 
"that- the  score  was  not  influenced  by  the  state  of  the  baby,  and  that  it  was 
.as  reliable  during  the  first  24  hours  as  during,  the  subsequent  4  days." 
(Dubowitz  et  ai-,  1970,  p.  6). 

"    Data  Collection  Procedure.   The  Dubowitz  assessment  was  done  on  the  " 
infant  at  one  day  of  age.    Interobserver  reliability  was  excellent;  prior  to 
beginh?ng"daVwrrection  staff  were  trained  tor  the  level  of  100  percent  ' 
agreement  within  one  week  of  estimated  gestational  age. 

Distribution  of  Sample  Population  on  Gestational  Ajge  Assessment. 
Table  3.4  presents  the  frequency  distribution  of  the  sample  .population. 
Approximately  six  percent  of  the  sample  (11  infants)  were  premature  usJing< 
the  tradtional  definition  of  <  37  weeks.   This  is  comparable  with  an  approxi- 
mate seven  percent  prematurity  rate  for  the  Seattle-King  County  area.  It 
should  be  noted  that  the  number  of  infants^c.lassified  as  premature'  by  examir 
natioTdiffers  from  the  classification  using  a  weight,  criteria  (see  Table  3.1) 
Using  weight  there  were  three  infants,  who  were  premature  and  nine  infants  who 
were  dysmature  by  definition  of  weight  and  gestational  age  calculated  from 
-  mother'.s  history.   With  exception  of  the  risk  score  data  all  other  references 


• 

-  * 

o 

* 

TABLE  3.4 

• 

•  FREQUENCY  DISTRIBUTION  OF  DUBOWITZ  GESTATIONAL  AGE 

* 

-    -  -  

Age  in  Weeks 

N 

( 

\ 

% 

-  - — ' —  — '  

^  33.0 

1 



.5 

33.5  - 

1 

.5  "  . 

- 

35".  5  i3v 

3 

1.6 

36.0 

2 

1 .0 

• 

— - — '—I- 

36.5  ■ 

4 

2.1 

■ 

37.0 

5 

- 

2.6 

'  - 

37.5, 

y 

- 

t 

38.0 

13 

.     '6.7      ■  %  .. 

38.5 

-27 

14.0 

39*0 

30 

10.  0 

'  .39.5 

•  30 

•  15.5 

* 

t 

■  -  40.0 

29 

15.0 

40.5  t 

15 

7.8 

f 

41.0 

17 

8.8  •  ■ 

- 

41.5     ■,  .. 

5''  • 

2.6 

I 

42.0 

1.0 

* 

Total 

193 

100.0 

-  Median  39.  3 

i 

i 

j 

*» 

m.  J 

s  * 

* 

* 

111 

/ 

i 

3.12 

ERIC 

<  * 

• 

'» 

to  premature  infants  in  this  study  use  the  classification  obtained  through 

the  examination  procedure.   The  median  gestational  age  was  39.3. 

*  '•' 

.  NEWBORN  BEHAVIORAL  ASSESSMENT 

JOverview  .    ..      _   •    - 

The  Brazelton  Scale  (1973),  originally  developed  in  the  1950s,  is  re- 
ceiving  increasingly  wide  use  in  filling  the  need  for  a  method  of  assessing 

•infant  behavior  in- response  to  environmental  stimuli.   This  scale  consists  t 
of  27  items  measuring  the  infant's  reponses  M  being  handled,  specific  audi- 
tory  and  visual  stimuli,  arjd  specific  means  of  stimulus  presentation.,  The 
examination  provides  a  comprehensive  description  of  the  neonate's  behavioral 
capabilities,  including  behaviors  considered  to  be  precursors  of  later  cog- 
nitive, characteristics.    Each  of  the  behavioral  variables  assftsed  by  this 

*    '  '  1 

-procedure  was  scored  along  a  nine-point  continuum*     Built  into  the  proce- 
dure for  doing  the  behavioral  assessment  is  a  modification  of  the  Prechtl 
neurological  examination.  * 

Brazelton  (1973)  summarized  the  published  interobserver  reliability 
reports  for  this  scale.   They  range  from  .85  to  1.0,  and  reportedly  testers 
can  be  drained  to  a  .90  criterion  of  reliability  which  is  maintained  for  a 
"prolonged  period"  (p.  48).  , 

Test-retest  reliability  has.  been' done  on  60  infants  tested  at  3  days 
and  at  1  month  of  age.   The  mean  retest  reliability  for  males  was  58  percent* 

i  / 

agreement  within  one  point  on  the  original  nine-point  scales  and  79  percent 
within  two  scale  points.    For  females  it  was  65.  percent  and  85  percent  re- 
spectively  (p.  50). 

  * 

Hhe  version  of  the  scale  used  here  was  the  mimeographed  edition  in  use 
in  1972-73,  which  differs  in  some  ways  from  the  published  version. 


The  Brazelton  Scale  has  been  used  on  a  variety  of  infant  populations; 
many  of  these  studies  are  not  yet  reported.  "Evidence  to  date  does  support 
the  scaie's. ability  to  differentiate  between  babies  born  from  high  risk  and 
normaJLpregnancies  and  also,  bejwe^n  Jp^an^_nora^   — 

Many  of  these  studies  which"  have  used  the  Brazelton  Neonatal  Behavioral 

Assessment  Scale  have  looked  for  behavioral  differences  between  groups  of  * 

infants  "with 'differing  characteristics  such  as  birth  weight  (Als,  Tronick,; 

*»  :  ■  .  • 

and  Brazelton,  1975),  maternal  narcotic  addiction* (Strauss*  1975),  and 

«  -> 
medication  during. labor  and  delivery  ,(Aleksahdrowicz  and  Aleksandrowiczi 

1974)    The  work,  of  the  Nursing  Child  Assessment  Project  at  the  university.  ; 

of  Washington  has  been  focused,  instead,  on  the  "use  of  this  neonatal  exam  

as  a  predictor  of  later 'developmental  characteristics.  ^  «•*..' 

Data  Collection.   All  the  BrazeHpn  exams  were  .performed  during  the 
second  postpartum -day,1  and  the  majority  were  done  at -7:00  a.m.  ,  midway  be- 
tween regular  feedings.  -Although  six  different  examiners  were  involved  in  t 
the  data  collection,  three  of  them  accounted  for  the  majority  of  the  cases 
(150  of  193>..    During  the  Nursing  Child  Assessment  Project  prestudy  training 
period,  all  six  staff  members  spent  three  days  with  Dr.  Brazelton,  learning 
to  use  the  scale^p/operly.    Following  training,  staff  tested  30  infants  in( 
paired  observations.   Reliability  ranged  from  85  percent  to  100  percent 
•with„in  one  scale  point".   The  mean  reliability  was  92.5  percent. 

Distribution  df  Sample  on  Newborn  Behavioral  Assessment  and  Neurological 
Examination.   Table  3.5, presents  the  distribution  of  the  193  subjects  assessed 


Preterm  infants  were  examined  the  day  prior  to  their  hospital  discharge. 


TABLE  3.5 

DESCRIPTION  OF  NEWBORN  CHARACTERISTICS 
RELATED"  TO  THE  BRAZELTON  EXAMINATION 


:V.ariable_ 


Distri  button -of  Population  Conditions 


Sex 


Mean 

Birthwei'ght  (pounds)  .  '  .  7.45 
Length  (inches)  20.33 
Age-  of  Braze] ton  Exam,  (hours)  46.2 


FemaTe  96 


Standard'  Deviation 
■    1.25  (lbs.) 

1.29  (inches) 

11.67  (hou\s) 

•  "Male  97 


"Type  of.  Feeding      Breast  .  80 

Bottle  83 
"  f  Missing  "30 


State  Initial  State  Observed        ,  During  Exam        Two  most  Pre- 

befbre  exam  Initial     Predom.  dominant  States 

r  ,  '  *     State       State  -  throughout  Exam 


1 

•2  • 

Deep 

19.7 

'  2.1- 

Light 

47.7 

60.6 

i.o  • 

Drowsy 

£.20.7 

24.4 

5.2 

13.5 

»  .5 

Alert 

-10.4  - 

11.4 

,  51.3 

61.7 

7.8" 

^■^Acti ve  -  - 

1.0  * 

1.0 

23';8 

18.1 

'  44.0 

Crying 

.5 

.  .5 

17.6 

.5 

40.4 

Missing 

2.1 

5.2 

7.3 

on  these  exams  with  respect  to  Nb1rth  weight,  length,  age  1n  hours,  sex, 
Type^of  feeding,  Initial  state  observed  before  exam,  Initial  state  during  the 
examination,  the^two  most  frequent  states,  during  the  entire  examination 
period,  and  finally  the^edominant^state  during  the  examination.   The TnltTaT 
state  observed  differs  from  the  state  oh  stact1ngj:he  examination,  since  It 
was  our  policy  to  start  the  response  decrement  Items  17H-1ght^sleep.  Ob- 
viously therefore  the  examiner  waited  until  the  infant  was  In  UghtsTee 
whenever  possible. 

Seventy  percent  of  . the  infants  were  judged  to.  have  as  one  of  their  pre- 
dominant states  during  the-.exam  alertness,  or  State  4.   Approximately  half 

of  the  Infants  (51  percent)  had  State  4  as  the  s1ng]e  most  predominant  state  ; 

»  •  < 

during  the  examination. 

There  were  approximately  24  infants'  (13  percent)  who  were  awake  or  cry-_ 
ing  at  the  beginning  of  the  examination  and  were  therefore  not  tested  on  the 
first  four  response  decrement  items  since  1t  1s  done  1n  a  sleep  state.  Ideally 

•  another. exam  period  should  have  been  arranged  for  these  Infants.   This  was, 
,not  possible,  however,  since  the  majority  of  Infants  and  mothers  were  dis- 
charged during  the  second  day  postpartum.   With  the  exception  of  the  items 
1-4,  the  majority  require  an  alert  state;  since  Table  3.5  demonstrates  that  ^ 
74  percent  of  the  infants  were  predominantly  in  an  awake,  non-crying  state 

~17ls~reasonable  to  conclude  that  the  examinations  were  generally  conducted 
in  approprtate  states. 


Table  3.6  presents,  the  scores  on  all  of  the  behavioraT'assessment  Items 
with  the  exception  of  sra1Hng'(1tem  27).   There  was  not  enough  variability 
in  this  Item  to  warrant  Whjrj^^ 

-       '         '-2  '  "   «  "  • 

^TbVlacMtemT  as  well  ..as-th'e  mean,  standard  deviation,  median,  and  mode, 


0 


TABLE  3.6 


SCORES  ON  26  ITEMS  OF  THE  BRAZELTON  NEWBORN 

_  .  ..BEHAVIORAL  ASSESSMENT- SCALE- 
FOR  NURSING  GHILD  ASSESSMENT  PROJECT  SAMPLE* 


Name  of  Item 


Valid  ObV 
servations  Mode 


"L    Response  Decrement  to  Light  . 

2,  Response  Decrement  to  Rattle 

3.  Respwse  Decrement  to  Bell, 

4V  Resplnse  Decrement  to  Pinprick. 
15.  -  Orientation  Inanimate "VfsualV" 
6,"70H^Qtation-  Inanimate  Auditory 
7. 
8. 
9. 
10. 
11. 


Onentatfdn-AQimate  Visual 
Orientation  Anima^Audvtory' 
Orientation  Animate  Vis  &  Aud^ 
Alertness 
General .Tonus 

12.  Motor  Maturity 

13.  Puir  to  Sit 

14.  Cuddliness  . 

15. '  Defensive  Movements  * 
16:   Consol ability 

17.  Peak  of  Excitement 

18.  Rapidity  of  Buildup  ." 

19.  Irritability 

20.  Activity 

21 .  Tremulousness; 


"227  "Startle 

23.    Labilityrof$fcSki,n  Col6r_ 


ITEyof;  States 
25.-  Self  Quieting- Activity 
26.i-  Hand  Mouth- Facility 


167 
'  160 
152 
148 
H85 
189 
185 
187 
085^ 
187 
193 
193 
191 
191 
190 
180 
192 
193 
192. 
193 
193 
193 

191 
190 
192 


7.0 
8.0 
8.0 
3.0 

47cj: 

9.0 
4.0 
9.0 
7.0 

^970- 
6.0 
'5.0 
4.0 

■5.0, 
8.0 

■  8.0 
7.0 
6;0 
5.0 
5.0 

L.6...0 
7.0 

2:0 
9.0 
9.0 


Median  Mean 


6.4 
7.7' 
7.3 
3.5 


4.6 
6,9/ 
5,2 
7.0 
5.8 
J6j0 
5;8 
4.6 
4.7 
6.1 
6.9 
7.8 
6.2 
5.2 
4.7 
5.0_ 
-5.4 
5.1 
-5TT 
2.8 
7.4 
6.1 


6.2 
7.1 

3.7 
5.6 
6.7 
5.3 
6.8 
5.7 
5.8 
5T7 
4.4 
5.0 
6.2 
6.5 
7.1 
6.1 
4.9 
•  4.6 
5.0 
4.7 
4.9 
"572" 
3.-1 
6:5 

5.; 


ERIC 


*Total^N  =  19.3  f?^ 


3.17 
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comprise  the  statistics  shown.   The  most  incomplete  data  was  for  the  habitua- 
tion itemsjl ,  2,  J,  4)j  as  previously, stated. thUjoccurre.d.when._the_jiifant  _ 

did  not  have  the  appropriate  state  for  jtesjting  (States  J  ,  2_or  3)_.    _ 

The  data  analysis  began  with  an  examination] of  the  frequency  distribu- 
tions of  each  item  for  all  193  subjects.   As  originally  designed,  the  nine-  . 
point  items  on  the  Brazeltori  exam  were  expected  to  have  a  somewhat  normal 
distribution  of  scores;  that  is,  most  infants 'should  fall  in  the  middle  of 
the  items,,  with  scores  of  .1  and  9  being  most  deviant  and  hence  most  infre- 
quent:   In  this  particular  sample,  several  items,  did  no$  show  this  kind  of 
distribution^    In  facC  only  11  of  the  27  items'  showed,  a' mode  on;  scores  4, 
v5,  or  6.    Five. items  showed  their  greatest  frequency  at  point  9. on'  the  scale.^ 

Appendix  3.1  gives  the  frequency  distribution  for  each  item.  From 
examining  this  data  it.was  apparent  that  the  scoring  on  each  item  did  not 
represent  a  normal  distribution.    In  short,  the  characteristics  of  thesis- 
tributions  made  it  clear  that  traditional  statistical  procedures  performed 
on  these  data,  such  as  factor  analyses',  could  be  misleading. 
Further  Definition  of  Newborn  Behavioral  Organization  - 

'  .Thus,  the  major  thrust  of  the  work  reported  here,  has  "been  in  dngel  oping 
supary  scores  which  meet  two  criteria.    In  the  first  place,  the  scores  must 
\be  meaningfully  related  to  other  behavioral  data  about  the  child.    In  the 
second  place,  the  scores  must  be  defined  in  such  a  way  that  they  canj)ejjsed_ 
j^clinjc^landjsew4^  relatively  un- 

skilled in  statistical  and' computational  procedures. 

The  intention'was  to  combine  items  to  make  summary  scores,  yet  some 
-  scores  had  distinctly  diWererit  interpretations  on  different  items:  Thus 
both  statistical  and  clinicaVarguments  pointed  to  the  need  for  a  rescoring 


of  the  items  which  would  aTTow  for  the  computation  of  summary  scores  and 
which  would  make  the  scores  on  different  items  comparable. 

With  the  assistance  of  Dr. 'Braze! ton,  the  staff  of  the  Nursing  Child 
Assessment  Project  undertook  such  a  rescoring.   The  new  scores  were  on  a 
three-point  scale:    l=normal;  2=questionable;  3=deviant.   Scale  points  for 
individual  items  were  coded  as  normal  or  deviant  only  if  all  three  of  the 
staff  examiners  and  Dr.  Braze! ton  agreed  upon  tlje  coding.   All  scale  points 
for  which  there  was  disagreement  (as  well  as  those  points  deemed  to  repre- 
sent questionable  behavior)  were  coded  as  questionable.    Item  27  was  elimi- 
•nated  from  this  scorning  because  of  its  lack  of  variability.   Table  3.7  _ 
shows  J;he  key  for  the  recoding  and  the  percent  of  questionable  and  deviant 

*  responses .  ,  ,  '    .  ' 

At  the  .same  time,  we  undertook  a  similar  recoding  for  the  neurologi- 

*  t 

c'al  part  of  the  examination.    (See  Table" 3.8  for  the  frequency  distribution.) 
A  score  of  2_on  any  reflex  was  considered  normal.   A  score  of'l,  3,  Assy- 
metrical,  and  in'certain  cases  Not  Elicited  (Hand  Grasp,  Babinski,  Standing, 
Walking,  Placing,  Crawling,  Tonic  Deviation  ofxHead  and  Eyls,  Rooting,  and 

*  Moro)  wa^s  considered  "suspect."  \  * 

From  these  recoded  neurological  and  behavioral  items,  two  summary  scores 
were  constructe^liii^yhave-b€e^  in  our'  data  analysis.  The' 

Deviant  Behavior  Score  shows  the -number  of  behavioral  items  on*which  a  "Devi- 
ant" score  was  obtained.    For  some  analyses,  the  Deviant  Behavior  Score  was 
treated  categorically:   None;  Low  (1  or  2);  and  High  (3  or' more).   Table  3,9 
shows  the  frequency  distribution  of  the  Deviant  Behavior  Score  for  the  study 
sample.  '  r  '.        '  .  .  •  *• 

This  distribution  reveals  that  84  percent  of  the  sample  had  two  or  fewer 


TABLE  3.7 


RECODING  OF  BRAZELTON  9-POINT  SCALE  TO  3-POINT  SCALE 

"    '   "      -    -  ?>J 


Item 


Normal  •        Questionable       Deviant  • 


S 


1.  Response  Decrement  to *Light  * 

2.  Response  Decrement' to  Rattle 

3.  Response  Decrement  to  Bell 

4.  Response  Decrement  to  Pinprick 

5.  Orientation'lnanTmate  Visual 
:6.  Orientation  Inanimate  Auditory 

_Ti_  Orientation  Animate  _'Visu_aJL 
-  8.   Orientation  Animate  Auditory 
9;\  Orientation  Animate  ttis  &.Aud 

10  \  \\ATertness 

'•V\» 

IV.  \General  Tonus.  . 

12.  Ijlbjtor  Maturity  .* 

13.  PVll  to  Sit 
14..  Ciiddliness*  « 

Defensive  Movements 
16..  ConsoTVbility 
17-.    Peak  of  Excitement 
~18.    Rapidity  of  Buildup 


-i-$7--TrTTta3TTTtjr  ; 

20.  Activity 

21.  Tremulousness 

22.  Startle 

23.  Lability  ,of  Skin  Color  t 

24.  Lability  of  States 

25.  *  Self'  Quieting  Activity 

26.  Hand  Mouth  Facility  • 


(Percent  pfQ^te'^H^cb  group.)  » 


V4 
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TABLE*  3.8 


RELATIVE  FREQUENCY' DISTRIBUTION  ON  NEUROLOGICAL  EXAMINATION 


*  Assymet- 

Not 

Not- 

.  3  rical 

Elicited 

Done 

Plantar  Grasp  2.1".  96.4  —  1.0  —  0.5. 

Hand  Grasp  2.6  91.7  2.6  1.0  ^  2.1 

Ankle  Clonus          *  0.5  \     2.6  0.5    ■  —  93.8  '  2.6  - 

Babinski"  ^            .  612  88..6  --  2.1  3.1 

Standing  15.5*  77.7    *    1.0-  ,3. 3^  2.1  ,  0.5 

Automatic  Walking  19.7  75.1,  0.5  1.6.  -  3.1  ,  0.5 

Pl-acing.  "8.3  81.9  ol  i  5.7  2 J  1.6 

Incurvation  .17.1  47.7  -  .17.1     ~.     15.5*  .  -  2.6, 

Crawling          •    .  17.1  73.6  2.1  2.1  3.1  2.1. 

Glabella  •  2,6  94.8  --  -  -  '  2.6 

Tonic  Deviation  of  .  *  , 

Head  &  Eyes   ■'.  0.5  .    96.4  —  Ov5  .   1.6  1.0 

Nystagmus    ,.    "  4.1  3.6  0.5-  —  83.9  .7.8 

Tonic  Neck  Reflex  3.1  5.7.  f-  1-6      '    83.9  5.7 

Moro  -'lO.S  85.5  —  ■   0:5    „ 0.5-  1  2.-6, 

Rooting  Intensity    -     .-8.3  85.5  1.6  *'  —  2.6  2JL— 

Si*c^iig^iiteTTmy  VT~.  2.1  .  —  *  —  1 .6 

Pasrci  ve  Movement  -                                                   -  * , 

RigntArnf    '  19.7  70.5  2.6  3.1  2.1  ,2.1 

Passive  Movement  -  •  • '  . 

Leftprm^      "      "     -21.2  .  69.4  ■      2.6  •  4.1  1.6  1-0 
Passive  Movement  - 

RvghtLeg 
Passive  Movement. t 
Left  Leg 


21.2 

69.4 

2.6 

4T7 

-8?!o 

^7.8 

,)  - 

4,7 

• 

83  .-9  . 

3l230;' 


TABLE  3.9 


.  > 


FREQUENCY  DISTRIBUTION  OF  DEVIANT' BEHAVIOR  SCORE 

A  ■ 


Value 


Frequency'       •     Category    _ "  -  >  Frequency 


< 


0 

ERIC 


o 

I 

2 
3 
4' 

-5- 


41*.  7% 

31.6%*"' 

i 

10.7*  A 

2.1%  k-N 

-1-  M%  I  >  • . 

•  2.7y  ■ 


None 
Low 


•  41 . 7% 

•  42.  W*' 


-High 


1 


.  16.0% 


'    ,         TABLE  3.10. 
FREQUENCY  DISTRIBUTION  OF  NEUROLOGICAL  SUSPICION  SCORE 


Value 


,  Freouency 


0  ■ 

18.7% 

1 

•22.3%^ 

2 

16.1%  V 

3* 

11.9%  J 

4 

* 

8.8%  "\ 

5  ' 

9.3% 

6 

4.1%' 

r  - 

8 

_  u    3.1%  I 

9 

10 

1.6*  I 

11. 

'  •»  J 

None 


Low 


518.7% 


50  "15 


High 


31.0% 


1 2  jL 
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V  [/deviant  behaviors  while  10.7  percent  had  three,  and  5.3  percent  had  four  or . 
"  more.   The  items     which  at  least  5  percent  of.  the  sample  showed  deviant 
responses  were:    response  "decrement  to  ball , 'response  decrement  to  pinprick, 
orientation  to  inanimate  and- animate  visual, ^alertness,  general  tonus,  pull- 
to-sit,  rapidity  of  bufld-up,  irritability,  lability  of  states,  and  hand  to 
mouth  facility.   Essentially  no  deviant  responses  were  shown  to  orientation 
y  to  animate  auditory,  cudWiness,  defensive  movement,  consol ability,  pea_kj)f_ 
•::  excitement,  activity,  and  lability  of  skin  color.  \ 


The/Neurological  Suspicfdn  Score  is  the  number  of  neurological  items  on 
bhich  .a  "Suspect"  score  was  obtained.   For 'some  analyses,  the  Neurological. 
Suspicion  Score  was  treated  categorically:   None;  Low  (1,  to  3);  and  High  (4 
Sr  more).  Table  3.10  shows  the  frequency  distribution  of  this  score  forMhe  . 
'study  sample.  The  items  having  the  most  suspect  performance  in  this  sample 
-were  standing,  walking-,  placing,. .incurvation,  crawling,  and  passive  movement  * 
'in  the  arms.   These  items  require  a  combination  of > the  reflex  activity^  pos- 
tural changes,  and  muscle  tone.    In  the  total  sample  69 -percent  had  fewer  . 
than  four  suspect  scores,  while* 31  percent  had, four  or  more. 

One  further  attempt  at  forming  summary  .scores  "was  to  use  the  information^ 
from  factor  analyses  to  form  cluster  scores  which  may  be  sensitive  to  the 
organization"1  Of  behavior  in  the  neonate.    The  original  nine-point  items  were 
factor  analyzed  (varimax  rotation).    From  this  analysis,  four  factors  were 
Identified:.  Alertness,  Irritability,  Habituation,  and  Motor^In  keeping 
with  the  aim  of  using  only  simple  computation  rules  for  the  formation  of 
summary  scores,  fhe  possibility  of  using  complete  factor  scores  was  rejecte 
Instead,  the  Uems  wlfich  loaded  most  he?vily  on  each  factor  were  summed, 
'using  the, thr%point  scoring.'  .kor  each  of  these  cluster  scores,  then^a 


3.23    »  * 

.     loo  y 

**      ■  » 
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;  >1dw  score  indicated  normalcy  and  high  score,  deylancy.   Appendix  3.2  lists 

•  '•    "the  four  cluster  scores  and  the  items  which  compose  them;  the  median,  range 

■  '  .    *  *       .*.'•"        •  • 
'  '.     and  direction" of  values -'are  reported;    >   ~  -  . 

•  -      ."•       x  ~  \  ~  •>*:•■ 

,  *  j*  Subsequent  to.  this  analyses  we  participated,  in  a^multi-samprle  factor 

•    analysis:qf 'the  scale  with  Dr.  Milton  E.  Strauss,  Jihns  Hopkins  University, 
^  and  Dr.  Daniel  Rourke,  at  Wayne . Sjtate  UnivjreUy_^_^^ 

.      '^^an^sis-have  ^enf tncludedJn  Appendtx,3.3.   The  dimensions  identified 'in 

;  the.multi-sample  analysis  are  similar, to'those  found  in  single  sample  factor  * 

••  •.***..««••         ■  ■  • 

"'  s ;  tudi es .   The  f i rst  di mensi on  was"  def i ned  as  res^on^iy^ness  duri n§  al et.t< 
peribdr,  particularly  visual  at?rfness^.  The  items  included  were  5,  7,  9, 
*  and  10.   The  second  -dimension  they  define'  as  an  index  of/arous-alUy.  '  The 

items  included  «^e  peak  state,  rapidity  of  build-up,  irritability,  activity 

' "  -■'  /  '  '/' * :  '  '    *  '         '•*'-•-'*..'  ' 

■  \  level,  and  muscle  tone.   Tne-third  dimension *inc/nidid  the  first  three  re-. 

spbnse  decrement  items.  *•      ,    i_L/  "'. 

:  "        While  we  did  not  have  the  benefit  of  the  Strauss  and  Rourke  analysis  ^  " 

v  '  ■      '  ift  ourlfcjor  analysis  of  the  Brazeltofi  we  did  form  the  summary  scores  pre-  t  . 

•    viously 'described  from  factor  analysis  of  our  sample.    It  is  wcrttTnottng  •« 

that  our  alertness  score  was  composed  Qf  the  same  items  as  the  multlrsample  ^ 

'    analysis;  the: irritability  score  .Included' tfiiree  of.  the  items' from  dimension 

"  II:   peak  of  excitement,  rapidity  of  build-up,. and0 irritability.   The"  third 

•  <s,  .    *  dimension  of. the  larger  factor  study  had  the  same  items  we  use  in  the 

habituation  sco're/'Tliqs  the  multi-sample  fact^rij^lys  is' provided  validation 
'*  of  our  alertness  and  habituation  clusters.   A  direction  of-  future  study, will  \ 

*•..-/        .  .        -  .  .  r  .  c  .  .  . 

be  for  all  investigators  to  clarify  further  the  most  meaningful  analysis  of, v 
the  newborn  behavioral  assessment.  :    s  ,  *»., 

:*"'  :    In,.summary,  then,- from  this  .study  there  are  four  kinds  of  Brazelton 


0  o 
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scores  available  to  replace  the  27  nine-point  items  as  originally  written: 
the  26  revised  three-p^oint  items,  the  Deviant  Behavior  and  Neurological 
•Suspicion  Scores,  and  the  four  cluster. scores.  - 

.  Reliability  and  Examiner  Effects .    Iriterobserver  scoring  re] i a"bi  1  i ty 

1 

for  the  Brazelton  exam  was  assessed  before  the  beginning  of  the  study  and 
at,  regular-interval's  ^throughout  the  study.    One  examiner  handled  the  infant 
and  presented  stimuli;  both  examineVs scored.   Mean  pairwise  agreement  be- 
'tween  scprfers  ranged  from  44 'percent  to  67  percent -for  the  three  principal 
examiners.   With  leeway  of  one  point  in  either  direction,  agreement  ranged 
from  77  percent  to  86  percent  for  the  three  pairs,  and  leeway  of  two  points, 
from  89  percent  to  96  percent.  .  '  w  • 

In  the.  study  sample,  infants  were  randomly  assigned  to  examiners*.  In 
orcler  to* see  ff  there  were  any  systematic  differences  between  the; Infants 
examined  by  each  of  the  three  principal,  examiners,  "analyses  of  variance  were* 
donerfor  the  variable  sets;  these  are  reported  in  Table  3.11.:  For  the  sample 
as 'a  whole,  there  wet;e  significant  differences"  in  the  deviant  behavior, 
'irritability;  and  motor  score."  When  neurological  status  was  controlled  for; 
there  were  no  differences  in  87  percent  of -the  subjects  who  had  fewer  than" 
six  neurological  signs.   The  analysis. for  .the  infants  with  six  or  more  posi- 
tive  J^urological  signs  could  not  be  done,  since  one.  examiner  had  no  cases; 
hence  even  though  assignments  to  do  Braze! tons  were  done  randomly,  the  sub-  - 
jects  were  not  distributed  evenly  on  the  basis  of  neurological  status.  The 
.second* analysis  controlled  for  perinatal  risk;  there ^were  examiner  differ-  " 
ences  in  the  group  with  none  to  mild  risk '"(83.5  percent  of- the  "sample)  on  the 
deviant  behavior  .and  irritabil  ity  score,  and  no  differences  in '.the  moderate- 
severe  risk*  group. 


TABLE  ,3.1V 

-SUMMARY  OF  KRUSKAL-WALLIS1ONE-WAY^ANALYSIS-OF^"'* 
VARIANCE  FOR  EXAMINER  DIFFERENCES  ON  BRAZELTON  VARIABLE  SETS 


Brazelton  Variable  Set 


Defiant  behavior^  score 
Habituation  score 
Alertness  score 
irritability  score 
Motor  score      -  - 


Total 
S.ampl  e 


+ 
+ 


Abnormal 
neurological 


Controlling  for 


less  , 
than  6 


6  or 
more 


CC 
CC 
CC 
CC 
CC 


ETs!T" 
score 


none- 
mild 


moderate 
sever? 


1  Number  of: examiners  =  3  : 
^Significant  differences  between  examiners  at.p<.01 

r  No/significarvt  differences  between  examiners  at  p<.01 

CC "  ~ 
Cannot  compute  (one  examiner  has  no  cases) 
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"  The  differences  in  the  mil d-none  risk  group  were  accounted  for  by 
item  18  (Rapidity  of  Build-up)  and  item  19  (Irritability).   Our  explanation 
jMiff^erences  is  that  it  is  not  an  interobserver  reliability  problem  but . 
relates  tT^dUfering  ability  to  elicit  infant  behaviors  in  examiners  and 
with  different  infa^tsT^This^eems  aMikely  explanation  for  the-' probable 
implication  that  "babies  with  more  ne^rologicaj_abnormality  or  low  sensory 

threshold]  were  more .difficult  both  to  examine^ano^to  score. 

-    \     •         ■    •  .  •  .    -        •      /  ' 

Further  Dimensions  of  Newborn  tiehavior   -    /  ,   «  ■* 

Following  a  preliminary  discussion  of  ojv;  data  vii&i-Or^teHt-lttrVty  >  t 
1976)^e -undertook  additional  analysis  of  the  sample  data  using  a  conceptual 
'  model  developed  by  Adamson,  Als,  Tronick.and  Brazel ton,  1975,  This  model 
-utlines  foul  dimensions,  as  follows:  •  . 

J.    " Interactive  Processes.:   The  infant's  capacity  to"  'respond  to  social  or 
potentially  Social,  stimuli,  especially  during  the  alert  state.  The 
orientl.t\on  items,  cuddliness  and  consolability  with  intervention  were 
selected  to  .evaluate  this  dimension." 


it. 


"Motoric  pVocesses:   The  infant's  ability  to  maintain  adequate  tone,  to 


contro 


motor  behavior  and  to  perform  integrated  motor  actions.  Items 


representing  this  dimension  include  motor  tone,  activity,  hand-to-mouth, 

'  defensive  reaction,  motor  maturity,  pull-to-sit,  and  the  'reflex'  items," 

i     ■  I 

■III.    "Organizational  Processes:    State  Control:  The  infant's  ability  to 
organize  his\states,  and  to  shut  out  disturbing  stimuli  when  asleep 
'  (habituLtion)l    State  modulation  is  assessed  "using  the  following  items: 
rapidity  of  build-up,  peak  of  excitement,  irritability,  self-quieting  . 

'  and  sta:e  Tab^Vfty." 
IV.    "Organizational  Processes:   Physiological  Resfionse  to  Strggs :   The  ^ 
infant']  reaction  to  stress  is  assessed  using  the  items  tremulousness, 
startlesland  skinf  color  lability." 
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'• .  Within  each  dimension. criteria  have  been  established  to  classify  the 
infant's  performance  as.  type  1,  2,  or  3.   The  typology  labelled  1  character- 
izes exceptionally'good  performance;  2.  is  characterizing  the  average  infant, 
and  3  indicates  worrisome  or  markedfy  deficit  performance.   According  to  the 
rules, established  it  has  been  suggested  that  typology  2  would  describe 
50-60%  of  the  infants  in  a  normal  nursery. popul atiortv. . 

Analysis  of  this  study  fs  population  'on  ^interactive  Process  has  been  * 
done.  The  .de'f  inition  of  this  dimension  includes  rules  for  scor-ing'items  5, 
,6,  7,  8,  9,  10,.  14,  16  (all  the  orientation,  items  plus  cuddHness  and.  con- 
solability)  to  typi'fy  the  infant's  performance  as  1,  l\  or  3.   The  typology 
of  the  population  was  distributed  as  follows:    (1)  =  24.9%;  (2)  «  37.8%;  ' 

««  * 

(3)  =  37.3%.    In' reviewing  the  11  infants  identified  as  prematurely  exanri  ni- 
dation, six,  or  54%  of  the  infants,  were  classified  as  type  3.   This  is  note- 
worthy  since  it  suggests  that"  premature  infants  at  time  of  hospital  discharge 
are  more  often  less  responsive  to  interaction.    In  the  total  sample  there 
were  fewer  infants  typed  as  average  than  expected";  this  may  be  because  the 
.  selection  criteria  included  50%  with  maternal  or  .infant'  complications.  Most 
obstetrical-nursery  services,  however,  report  that  rate,  of  complications. 

In  comparing  the" data  from  the  Alertness  cluster  defined  by  items  3» 
7,  9,  and  10,  Table  3.12  indicates  how  the  Alertness  cluster, scores  matched 

the  Interactive  Processes  typology.   The  correlation  coefficient  between 

i         "  ';~  ' 

the  two  methods  was  .56  p<  .001.   A  score  of  4  on  the  Alertness  cluster,  cor- 

!  '  •  ' 

rectly  identified  all  classified  as  good  on  the  .Interactive  Process.  .The 

"  j 

match  was  less  precise  in  the  definition  of  average  and  poor.   This  compari- 
son suggests  that  both  approaches  need  further  testing.   While  the  Alertness 
cluster  classifies  over  half  of  the  sample  as  having  no  deviant  or  low  Alert- 
yess  scores,  the  Interactive  Process  typology  would  appear  to  over-classify 
poor  performance.  , 
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;  TABLE  3.12  v 

COMPARISON  OF  BRAZELTON  INTERACTIVE  PROFILE  WITH  NCAP  ALERTNESS  CLUSTER. 


Interacti  ve  Processes 


Good 
1 


Average 
4  2 


Poor 
3 


Total 


=3 

to 

o  tO 

c 

0) 


to 
&. 

o 
c 


V 


& 

c 
> 

<D 


4 

,  -48 

51 

5 

0 

14 

6 

0 

3  , 

7  * 

0 

2 

8 

0  ■ 

0 

9 

0  . 

v    "  1 

10 

'  0 

0." 

11, 

0 

0 

12 

0 

o- 

Total 

"  "  48 

-  7i 

17 
12 
9 
9 
8 
4 
2 
2 
.1 

64 


116- 
26 
\Z 
11 
8 
'  5 
2 
2 
1 

183 


\ 


ERIC 


ERIC 


MINOR. PHYSICAL  ANOMALIES  ■' 

Over-view  .  • 

In. ants  born  with  severely  handicapping  major  congenital  defects,  for 
example,  anencephaly,  meningomyelocele,  cyanotic  congenital  heart  disease     ^  J 
trisomy  13-15,  Will  obviously  have  an  aberrant  developmental  course.  The 
same  is  Xt\ie  for  those  with  the  less  overwhelming  major  defects  such  as. 
Down's'  Syndrome  or  rubella  syndrome.   The  diagnosis  and  maintenance  of 
children  with  major  defects  involve  a  largfe  body  of  knowledge, and  skills. 

In  developing  screening/assessment  processes  for  less  overtly  impaired 
children,  a  focus  on  the,more  minor  anomalies  offers  a  greater  contribution. 
The  so-called  minor  malformations  (Smith,  1970), or  minor  physical  anomalies 
(Waldrop,  1968;  Wal drop  and  Goering,  1971;  Waldrop  and  Halverson,  1971),  if 
they  appear  in  clusters,  seem  to  be  predictive  of  more  significant  major 
congenital  anomalies  or -of  unusual  behavior  patterns. 

The  studies  of  Waldrop,  Pedersen  and  Bell  (1*968),  Waldrop  and  Goering  *  . 
(1971)",  Waldrop  and  Halverson  (197])  found  that  a  high  score  on  an  index  of 
minor  physical  anomalies  is  related  to  the  incidence  of  hyperactivity  in  boys. 
There  is  the  strong  suspicion  that  whatever  influences  embryonic  deveTopment 
to  produce  such  minor  physical,  variati 6ns  as  epicanthal  folds,  hypertelorism, 
low  set  ears,  high  arched  narrow  palate,  single  or  double  simian  lines,  or 
clinodactyly  of  the  fifth  finger,  may  also  alter  the  physiology  or  biochemistry 
of  the  CNS,  and  possibly  be,  associated  with  behavioral  control  mechanism;  An 
alternative  explanation  is  that  if  a  child  has  several  minor  physical  anomalies 
his  appearance  will  provoke  unusual  responses .from  persons  ip  his  environment. 
Recent  studies,  however,  asking  teachers  to  select  from  a  group  of  individual 
photographs  children  they  thought  had  minor  anomalies*,  revealed  no  association 
with  their  "selection  and  tjie  child's  minor  anomaly  score  (Quinn,  1976). 
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Waldrop,  Pedersen'and  Bel,l  (1968)  selected  a  number  of  physical  charac-  ./ 
teristics  of  children  and  gave  them  weighted  scores," depending  on  the  degree 
to  which  the  defect  deviated  from  normal.   These  anomalies  Included:  hard-to- 
comb-dowa,  electric  hair;  unusually  prominent  epicanthal  folds;  hypertelorism; 
low-set  ears;,  adherent  earlobes;  malformed  and  asymmetrical  ears;  abnormali- 
ties of  the  shape  of  the  hard. palate;  furrowed  tongue;  incurved  fifth  finger; 
single  transverse  palmar  crease;  variation  of  length  of  the  third  loe  in  re- 
latfon  to  the  second  toe;  partial  syndactyly  of  tjie  two  middle  toes;  and  an 
unusually  wide  gap. between  the. first  and  second  toe.—  Since  any  particular 
defect  was  relatively  rare,  a  weighted  score  of  the  combination  of  all  de- 
•fects  was  used.   Through  an  elaborate  process  of  observation  of  74  normal/ 
nursery  school  children  (43  males. and  31  females)  by  trained  observers  on  * 
(different  days,  certain  behaviors  seemed  to  correlate  with  the  anomaly 
score.   Behaviors  such  as  inability  to  delay  gratification,  nomadic  play, 
frenetic  play,  spilling  and  throwing,  opposing  peers,  and  perseveration  were 
especially  characteristic  of^  both  the  boys  and  the  girls  who  also  had  the 
highest  anomaly  score. 

In  a  later  study  in  which  Waldrop  and  Goering  01971 )  report  their  attempt 
to  replicate  the  first  study;  it  was. again  found  that  boys,  with  high  anomaly 
stores  are,  likely  to  be  hyperactive  and  organically  driven  in  their  behavior. 
This  relationship  is  not,  however,  found  for  girls.    In  fact,  Waldrop  and 
Goering  report  that  the  girls  with  the  higher  anomaly  score  tend  to  be  more 
inhibited  and  fearful.   They  also  report  that  a  follow-up  study  of  the 
original  74  nursery  school  children  five  years  later  show  that  the  selected, 
^nomajlies  and  the  greater  hyperactivity  in  a  free  play  situation  were  still 
correlated.  •*.,  ' 

—  *  •  v  ■ 


Thus,  the  work  of  several  Investigators  has  shown  that  the  presenceXo1 
minor  physical  anomalies  is  related  to  childhood  behavior  disturbances, 
specifically  those  of  an  aggressive,  hyperkinetic,  and  intractible  nature. 

An  assessment  method  to  identify  these  children  in  infancy  would  assist 
in  early  diagnosis  and  treatment  of  the. underlying  causes  rof  the  problems"; 
It  would  also  alert  the  hea.lth  care  system  to  the  need  for.  closer- follow-up 
of  the  child.  - 

Although  the  research  evidence  is  far  from  adequate  linking  these  minor 
physical  anomalies  to  child  behavior,  it  is  sufficient  to  encourage  the  use 
of  the  developed  assessment  methods  as  a  way  of  identifying  children  at 
high  risk  Of  later  behavior  problems.  ■/ 

Description  and  Sample  Distribution  on.  Minor  Anomalies  Assessment.  The 
method  tested  for  its  results  and  feasibility  in  our  newborn  population,  is 
based  on  the  work  of  Maldrop,  Pedersbn  and  Bell.   We  originally  planned  to  * 
do  the  asst.   ant  at  the  newborn  period  along  with  the  behavioral  assess- 
ment.  Examiners  found  it  too  demanding  to  do  both  during  the  same  examina- 
tion period;  additionally,  the  facial  puff 1ness  present  in  the  newborn  made 
it  hard  to  evaluate  epicanthic  folds.   Thus  the  assessment  of  the  mouth 
(palate  and  tongue),  hands,  and  feet^were  done  at  the  four-month  home 
visit.   All  home  visitors  were  trained  to  a  level  of  85  percent  or  above 
agreement  before  doing  independent  assessments.    Interobseryer  ratings  were 
done-'oh. approximately  one  quarter  of  the  cases;  the  observer  agreement  was 
high  throughout  the  study.    In  addition,  repeat  assessments  were. done  on 
the  special  cohort  sample  at  1  and  4  months  for  assessment  of  anomalies  of 
the  mouth,  tongue  or  hands.   Table  3.13  presents. the  <requency  distribution, 
for  the  total  sample  at  4  months  and  the  special  cohort/ at  1  and  4  months. 


3.32 
1  31 


•*•        *   .  TABLE  3.13 

MINOR  ANOMALIES  (MOUTH,  HANDS,  FEET)  FREQUENCY-  , 
DISTRIBUTIONS  FOR  TOTAL  SAMPLE  AND  SPECIAL  COHORT  ' ' 


Weight 


♦Total 

—Sample— 
(N«178) 


One  Ho. 

Cohort- 

(N«27) 


Four  Mo, 

Cohort 

(N=28T 


Eight  Mo- 
Cohort 

"(N*27-)— 


Twelve  Mo. 
Cohort  " 


N  X- 


N  % 


N  .  % 


N     %  ■ 


Steepled  palate  2 
\flat-narrow  pal-ate  1 
Furrowed  tongue  1 
Smooth-rough  spotted  tongue \  0 
-Marked  curve  fifth  finger  -  R  2 
Marked  curve  fifth  finger  -  L  2 
Slight  curve  fifth  finger  -  R 
Slight  curve  fifth  finger,-  L 
Single  transverse  crease  -,R" 
Single  transverse  crease  *.  L 
Bridged  transverse,  crease  R 
Bridged  transverse  creacg  -  L 
Sydney  line  -  R/  0 
Sydney  line  -  L  D  . 

Third  toe  longer  than  second  -  R  j.  2 
•  Third  toe  longer  than  second  -  L"   2  \ 
'  Third  toe  egual  to  secondly R~ 
•Third  toe. equal  to  second  -  L 
Partial  syndactyly  toes  -  R 
.  Partial  syndactyly  toes  -  L 

Gap  between  toes  -  R 
;  Gap  between  toes  -  L 


i 


6  (  3.4 

11  (  6.2 
0 

1  (  0.6 
.  3  (1.7 
.  3  (  1.7 
56  (31.5 
45  (25.3 

1  (  0.6 

2  (  1.1 
3.(  1.7 

3  (  1.7 
6  (.  3.4 

4  (  2.2 

12  (  6.7 
9  (  5.1 

35" (19-7 
34  (19.1 
•  4Xv  2.2 
4  (\2 
26  (14.6 
28  (15.7 


(  3.7) 


(18,5) 
(14.8) 


(14,8.) 
(11.1) 


(  .3,7) 
(  3.7) 


0 
0 
0 
0 

1  (  3.6) 
1  (-3.6) 
4.(14.3) 
4  (14.3) 
0 
0 
0 
0 

1  (  3.6) 
0 

(10.7) 

(10.7) 
4  (14,3) 
3  (10.7) 

0  : 
0 

0  . 
0 


3 
3 


o 
z: 

to 
h- 

LU 
LU 

cc 

ZD 

to 
< 


LU 

,  a: . 

'  ZD 
CO 

< 

LU 


*Total  sample  measurements  on  mouth 


~T  \  / 

,  hands,  and  feed  were  taken, at  four  months 


XJy.33  - 


r2n 


In  the  cohort  more  anomalies, of  the, fingers  and  toes  were  noted  at  the 

•'i..-/ 
4-month  period.   While  several  factors  may  account  for  this  finding,  it  is 

difficult  to  examine  the  hands  or  feet,  of  the  newborn  carefully  without 


eliciting  the  palmar  grasp  or  planter  reflexv  which  make  observation  of  the  ". 
digits  harder.    In  the  total  sample  the  most  frequent  anomaly  was  curving 
of  £he  fifth  finger  on  the  right  hand  (31.5S)*»  this  was  also  true  in  the 
cohort  group~  (T4.3%T: — The  only *physicaljanjxnaly  of  the  hands,  tongue, < or 

-mouth  not  found  in  this  sample  was  a  furrowed  tongue.. 

The  remaining  assessments  for  anomalies  of  the  ears,  eyes,  and  head  • 
were  made  at  8  months  to  provide  a  measure  taken  after  the  period  of  most 

_siccelerated  growth  of  the,  brain  and  head  in  the  first  12  months  of  growth. 
Table  3-14  presents  the  frequency  distribution  for  the  total  population  at 
8  months  and'  the  repeat  measure  on  the  special  cohort" '-at  1,  4,  8,  and  12 
months.    It, is  Obvious  that  the  repeat  measures  reflect  the  changing  con- 
figuration  of  the  head,  face,  and  ears.    It  is  particularly  interesting  to  • 
detect  the  apparent  disappearance  of  the  epicanthical  fold  in  many  infants 
as  the  face  changes  shape  and  the  bead  grows.    Therefore  any  assessment  of 

4 

the  head,  face,  or  ears,  at  least  during  the  first  year"of  growth,  must 

take  age  into  account.  /  *•  - 

*  • 

Data  Reduction.   A  score  was  given  to  .each  anomaly  (see  Child  Health 
Assessment,  Part  V.   A  Literature  Review,  pp. ^45-54,  for  scoring  weights  and 
descriptions).   The  weighted  scores  for  each  child  on  the  21  anomaly  charac- 
teristics  was  summed  for  the  4-  and  8-month  assessment.   The  median  was  3.0 . 
._and  the  range  0-9.    It  is  important  to  note  that  £he  minor  anomalies-format 
for  this  study  differed  somewhat  from  the  original  study.   The  cha/ges  hifve^ 
teenM^r^edJnJ^        Health  Assessment,  citation  just  previously  men-  * 
tioned.    Summarizing  thTdianges ,  added  were  frontal  hair  whorls,  further  v 
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"  TABLE  3.14  • 

'     '  O        MINOR  ANOMALIES  (EARS,  EYES,  HEAD) 
r  FREQUENCY  DISTRIBUTIONS.  FOTf'THE  TOTAL  SAMPLE  AND  SPECIAL  COHORT 


Weight 


♦Total 
Sample 
(N=164) 

N  %. 


One  Mo 
Cohort 
(N=27) 

N  :  % 


Four  Mo 
Cohort . 
(N=28) 

N  % 


Eight  Mo 

Cohort 

(N=27) 

<N  % 


Twelve  Mo 

Cohort 

(N=25) 

N  ,  % 


— -yLow__seated  ear  -  R 
-  Low  seated  ear 
Adherent  lobe  -  R 
Adherent  lobe  -  L 
Malformed  ear  .R 
Malformed  ear,  yl 


Soft  Pliable" ear  -  R  - 

Soft  Pliable  ear  -  L 

Asymmetrical. ears 

Deeply  covered  epicanthus  ^JC 

Deeply  covered  epicanthus  -L 

.  Partly  covered  epicanthus  -  R 

.Partly  covered  epicanthus  -  L 

Two  or  more  hair  whorls 

Frontal  hair  whorls 

Auricular  length  -  R 
'  less  than  or  equal  to  3.5  cm 
2.6  £o  4.2  cm  « 

_ ,Aur i cula r  -length^ -  L 
/    less  than  or  equal  "to  375  cm- 


2  or  1. 
2, or  1 
2..  or  1 
2  or  1 

1 

1 

0  ' 
0 
1 
2 
2 
1 
1 
0 
1 


3.6  to'  4. 2  cm 

Inner  canthal  distance^ 

equal  to  or  greater  thanl.5SD  2' 

above  or  beloi^^^ 
.  equal  to  or  belwFl.O  &1.4  SD  1 
•        above  or  below  normal 
OFC 

equal  to  or  greater  than  1.5SD  2 
above  or  below  normal' 


5  (3.0) 

5  (3.0) 
15'  (9.1) 
15  (9.1) 

4"  (2.4) 
-3  (1.8). 

1  (0.6)- 

2  (1.2). 

6  (3.7) 
59(36.0) 
61(37.2) 
57(35.0) 
52(31 ,9) 
10  (6.3) 

4  (2.6) 

M=4.67 
SD=0.31 

"M»4t65— 
SD=0.37  . 

M=2."60 
SD=0.30 


M=44.45 
SD-li35 


0 

1  (3.7 
1  (3.7 
1  (3.7 
1  (3.7 

1  .0.7 

2  (7.4 
2  (7,4) 
2  (7.4 
3(11H 
3(11.1 
6(22.2 

\5(18.5 
4(14.8 
2  (7.4 

M=4.03 
SD=0,30 

~M=4704- 
SD=0.30 

M=2.38 
SD=0.20 


'  M=37.20 
~SD=s2.48 


M=4.56 
SD=0.35 

-M=4-.55- 
SD=0.34 


s  M=2.40 
SD=0.21 


M=41.50 
SD=  1.34 


0 

0  ,  • 
0  "* 

0 

0 

0  . 

1  (3.7) 

0 

1  (3.7) 

4(14.8)  u 

4(14.8) 

9(33.3) 

9(33.3) 

1  (3,7) 

0 

M=4.63  , 
SD=0.30 

-Jfe4._64 
SD=0.29~~~ 

M=2.43 
SD=0.17  . 


.M=44.51 
SD=  1.59 


A 


0 
0 
0 


0 

0  l" 

0". 

4(16.0) 

1  (4,0)- 
1  (4,0) 
3(1.2.0) 
3(12.0) 
1  (4.0) 
0-'  - 

M=4.75  * 
SD=0.31 

.  M=4.76 

~SD*0V34-~ 

-' 

M=2.46 
SD=0.2V 

'  I 

M=45,80 
•SD=  1.28 
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*TotaV  sample  measurements  on  ears,  eyes,  and  head  were  taken  ajt  eight  months 


definition  oi.ear  placement-,- added  Sydney  line  and  deleted  fine  electric 


hair.  The  range  of  possible  scores  was  0-43. 
•V    „.      Table  3.15  presents  the  frequency  distribution  for  weighted  minor  anomaly 
ftl     s'ccres.    In  this  report  further  data  analysis  uses  this  weighted  minor  anomaly 
score;  a  high  score  means  either  more  and/or  more  severe  anomalies.  From 
Table  3.15  it  is  evident  that  only  4.88  percent  of  sample  had  ndne  of  the  .-, 
'  /.minor  anomalies  while  6.10  percent  had'a  weighted  score  of  7- or  above.   In  . 
other  studies  it  has  been  the  pattern  "and  number  of  anomalies  as  reflected  in 
the  weighted  score  that  shows  an  association  with  behavioral  control  problems. 

Our  examination  procedure  was  to  do  the  minor  anomaly  assessment  at  two 
time  points  to  accommodate  other  concurrent  observations  and  interview^.  The" 
fact  that  we  had  164  out  of  178  complete1  records  suggests. that  it  would  be 
preferable  to  collect  all  information  at  one  time,  although  with  this  pro-  « 
cedure  we  were  able  to  retrieve  total  scores  on  over.  90  percent  of  those  with 
the .first  assessment  at  4  months.  •  ' 

There  were  some  differences  on  the  repeated  assessments  for-the  cohort 
sample.  The  biggest  differences  were  on  anomalies  of  the  eye*  and  ears.  This 
information  is  in  Table  3.14.   There  were  more  reports  of  epicanthal  folds 
and  adherent  ear  lobes  at  4  months  than  at  1,  8,  and  12  months.   Some  of  this 
variation  could  possibly  be  accounted  for  by  the  very  rapid  growth  of  the 
head  during  the  first  months  of  life/  It  is  doubtful  if  this  factor  would 
significantly  influence  the  child's  total  weighted  score. 

~ Thusjthe  assessment  of  minor  physical  anomalies  proved  to  be  admeasure 
•that- could  b7^e1iaBly-obvtained.   The  value  of  obtaining  the  measure  awaits 
further  study;  if  it  does  have  predictive  value  in  identifying  children  who 
.have  a  high  probability -for  behavioral  control  problems,  our  data  suggests 
-that  the,  information  could  be'obtained.  during,  the  first  year  of  life. 
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•  '  TABLE  3.15  *         ;  m 

Wr 

FREQUENCY,  DISTRIBUTION  FOR  WEIGHTED  MINOR  ANOMALY,  SCORE. 


*  0o. 
l 

2 

3' 

4  .  ■ 
5 

>  6. 
7 

8 

9 

Total" 


8 
24 

36  \ 

38: 

£0 
12  . 
»  16 

2  . 
2 

164' 


Mean  =  3.22;  S.D..  ■  1.979. 


\ 


4.88 
14..63 
21.95 
23.1?v 
12.19 

7.32 
,9.75: 

3.66' 
.T.22 
.  1.22 


-r— r    «'  ^ 

.  Weighted  Minor  ■  * 

N      •  • 

% 

'   Anomaly  Score 



4  . 
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''X  SLEEP-ACTIVITY  RECORDS  .  ." 

Overview    •  •*  -  ' 

 "•  -    .*  ■ 

Several  investigators  have  found  that  disturbed  sleeping  habits  among 

*  "  ** 

^infants  are  often  a  sign  of  neurodevelopmental  disorder.   Sleep  patterns  also 

■have  been  found  ^reflect  such  disturbances  in  the  home  as  parental  anxiety, 
or  such  environmental  conditions  as  temperature  or  noise,  which  can  if  neces- 
sary be*  corrected!    Likewise,  sleep  problems  may  arise  from. unrecognized 
hunger  or  illness,  e.gk,  sinusitis  otitis  media  or' allergies".   B£ing  able  to 
identify  infants  with  sleep  problems  would  enable  nurses  to  assist  in  remedying 
"the  underlying  problem. 

We  were  interested  in  looking  at  the  relationship  between  the  infant's 
sleep-wake. pattern,  as  recorded  by  the  mother,  and  its  correlation  with  later 
behaviors.   The  sleep  record  found  in  the  Appendix  3.4  was  filled ;but  by  the 
mother  the  week  following  the  home  visit  at  1,  4,  8,.  12  months  of  age.  On 
this  record  she  was.  asked  to  record  when  the  child. slept,  cried,  when  he  ate, 

'  and  when  there  were"  caretaking  activities,  bowel  movements,  or  urination. 

There  was  no  attempt  to  check  the  validity  of  the  mother's  recording,  nor  was 

there  any  weekly  test-,retest  reliability. 

.  Data  Reduction.  ,  Appendix  3.5  provides  &  summary  Of/the  variables  scored 

from  the  sleep-activity  record.    Considerable  time  was  /pent  in  coding  data 

from  the  sleep-activity  record;  approximately  15-30  mihute's  were  required  to 

*-         ■*  ...  •  ( 

code  each  record,  depending  on  the  mother's  precisen£ss  in  recording.  The 

-  variables" chosen  for  coding  were  both  clinically  meaningful  and  able  to  be 

reliably  coded.   The  easiest  to-score  were  frequerrcy  of  feedings,  duration 

longest  sleep  period,'  and  number  of  night  wakenings.   Art  approximately  . 
*  '•  ♦ 

. 15-minute  margin  was  acceptable  in  scoring  the  hours  of  sleep  for  the 

i      -    *  ■ 
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regularity  variable;  in  addition  the  criterion  for  counting  it  as  a  regular 
feeding  or  Vleep  hour  was  that  it  occurred  at  the  same  hour  +  minutes'  on. five 
out  of  the  seven  24-hour  periods. 

Distribution  of  Sample  on  Sleep-Activity  Record.   Table  3.16 .provides 
the  descriptive  statistics  for  variables  taken  from  the  sleep  activity  record. 
It  is  impressive  to, note  that  the  percent"  of  mothers  returning  the,  sleep- 
activity  record  never  dropped  below  65  percent.   The  number  returning  at  1 
month  was  85  percent,  at  4  months  78  percent,  at  8  months  76  percent,  and  »t 
12  months  65  percent.    This  represents  an  involvement  of  the  mother's  time  and 
commitment  to  making  and  recording  observations  about  her  own  child.    In  re- 
viewing the  table  it  is  necessary  to  understand  the  composition  of  each 
variable  set  found  in  Appendix  3.5." 

Feedings  per  day.    As  expected,  the  number 'of  feedings  per  day  decreased 
during  the. first  year  of  life  from  a  median  of  5.6  feedings  at  1  month  to  4.0 
at  12  months.   The  regularity  of  feedings  increased *with  age  as  expected.  The 
range  was  broad,  from  no  regularity  in  some  infants  to  100  percent  in  others. 

In  the  'sleep  recordings,  information  about  the  longest  period  of  night  ' 
sleep  and  the  regularity-of-nfght  sleep  are  of  interest.    At  1  month  the 
longest  night's  sleep,  sleep  aYter  the  parent's  bedtime,  was  6.6  hours 'with  a 
range  from  2.5  to  12  hours.   Again  a  developmental  trend  is  noted,  with  an 
increasing  duration  of  sleep  during  tlje  night.   The  regularity  of  night  sleep 
in  this  sample  is  high  at  all  ages,  even  at  1  month  of  age.    The  length  of 
the  longest  day's  sleep  period  shows  ayain  a  developmental  trend,  this  time 
being  longer  at  1  month  than  at-°12  months.   The  range  is  from  2  hours  to  7 
hours  a  day. at  1  month,  and  from  1:5  hours  to  5.2  hours  at  12  months.  The 
data  on  regularity  of  day  sleep  demonstrate  either  that  the  infants  did  not 
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/  :  TABLE.  3.16  . 

DESCRIPTIVE  STATISTICS  FOR  VARIABLES  FROM  SLEEP-ACTIVITY  RECORD 

Variable.  '  Age       Median  Range  N 


Feedings  per  Day  1, 

.  : ..  "  ,f 

Regularity  of  Feedings  1 
"  4 
8  * 

'•     •    ,   '  12 
Longest  Night  Sleep  ' 1 

8 
12 

Regularity  of  Night  Sleep  1 

4. 
8 
12 

Longest  Day  Sleep  1 

4 

"  '  8 

12" 

Regularity  of  Day  Sleep  I 

4 
8 
12 

Regularity  of  All  Sleep  1 

"  4 
8 
12 

Night  Awakenings        •  '  1 

8 

12 


c  c 

5.6 

£.Q-1U.*1 

101 

4.9 

2.9-10.4 

.  139 

4,8 

3.0-9.6 

130 

4.0 

O   1    Q  A 

2.1-9.4 

lie 

Oft  AC/ 

38 . 9% 

n  *1  nn# 
U-1UU& 

J.01 

58.2 

o-iob 

139 

68,6 

0-100 

130 

764 1 

oo  1  nn 
to-lUU 

1 1  ?  > 
lie 

6.6  hrs. 

2. 5-12. u  nrs. 

1 £1  * 
101 

10.7 

.  3.5-14.0 

139 

10.7 

6.0-14.2 

«  130 

11  O 

ll. 2 

c  n  1 A  7 
0.0-14./ 

119 

lie 

OO  CO/ 

83 .6% 

Af\  H  Q1  7°/ 

1fi1 

101 

99.9 

66.7-100 

139 

99.9 

57.1-100 

130 

go  c  inn 

Oe . O-IUU 

11? 

11  c 

o.b  nrs. 

o  n  7  n  hv*c 
t.u-/.u  nrs. 

1fi1 

101 

2.9 

1.0-6.0 

139 

2.4 

0.7-5.0 

130 

0  c 

c.o 

1   K  G  9 

\  11? 

\ 

C  Col 

5  .da 

lul 

U .  1 

n  ^  7 

1?Q\' 

0.1 

0-23.1 

130 

0.1  . 

0-23:1 

112 

31.7% 

12.5-54.2% 

161 

39.9 

20.8-62.5 

139 

40.4 

5.9-58.0 

130 

43.0 

20.8-58.3 

112 

1.6 

0-5.7 

161=> 

0.5 

0-3.4 

139 

;.3 

0-3.6 

130 

0.2 

0-2.5 

112 
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have  regular  day  sleep  or  that  their  mothers  were  less  precise  about  record- 
ing.day  sleep.   The  amount  of  day  sleep  occurring  at  the  same  time  each  day, 
five  days  of  the  seven,  was  minimal  and  the  range  was  from  0  to  43.5  percent 
at  1  month  and  decreased  from  0  to  23.1  percent  at  12  months.   The  measure  of 
regularity  of  all  sleep  is  a  combination  of  the  regularity  of  night  sleep  and 
of  day  sleep.   The  score  shows  a  developmental  trend  from  a  regularity  of 
31.7  at  1  month  to  43.0  percent  at  12  months.    The  regularity  of  all  sleep  is 
highly  influenced  by  the  decreased  regularity  of.  day  sleep.    Report  of  night 
awakenings  indicate  the  average  baby  woke  once  during  the  night  at  1  month  of 

v 

age,  and  that  subsequent  night  awakenings  decreased  with  age.  / 

Table  3.17  presents  the  consistency  over  time  for  all  eight  variables. 
The  number  of  feedings  per  day  at  1  month  is  significantly  correlated  with  the 
number  of  feedings"  at  4,  8,  and  12  months;  it  is,  however,  more  highly  corre- 
lated with  the  4-month  period;  the  4-month  with  the  8-month^ and  the  8-month 
with  the  12-month.   The  regularity  of  feedings  becomes  more  Consistent  after 
4  months  of  age.    The  duration  of  the  longest  night  s\leep  becomes  more  stable 
after  4  months  of -age,  while  there  is  a  modest  correlation  in  the  duration  of 
day  sleep  from  1  month  on.   The  regularity  of  night  sle^R  is  significantly 


correlated  with  each  preceding  age,  whereas  there  is  no  correlation  "with  the 
preceding  age  in  day  sleep  until  after  8  months,    the  measure  of  combined  day_ 
and  night  sleep  regularity  shows  significant  correlations  with  each  preceding 
age;' the  correlation  of(  4  months  with  12  months,  however,  is  almost  as  great 
as  8  months  with  12  months.    On  night  awakenings  there  is  no  significant  corre- 
lation betweenl  month  and  12  months  jnd  between  4  months  and  12  months,  al- 
though each  age  is  correlated  with  the  subsequent  age.   There  is  a  significant 
correlation  between  8  and  12  months  of  age. 
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TABLE- 3.17 

CONSISTENCY  OVER  TIME  OF  VARIABLES  FROM  SLEEP-ACTIVITY  RECORD 


,  V 

4  Months- 

sNtonths 

< 

12  Months  * 

FEEDINGS  PER  DAY 

1  Month 
-  4  Months 

8  Months 

-  .37* 

o 

.17* 
.44* 

?  .17* 
.28* 
.48* 

-  REGULARITY  OF  FEEDINGS 

1  Month 
4  Months 

-8  Months 

.02 
.24* 

-.02 
.18* 
.34* 

. LONGEST  NIGHT  SLEEP 

1  Month 

4  Mnntih^ 

•t    1  IUII  UNO 

,8  Months 

.21* 

.03 
.'28* 

.06  ' 
.31*  . 
.29*  • 

REGULARITY  OF  NIGHT  SLEEP 

'  1  Month 
4  Months 

•8  Months 

.19*- 

.  .06  ' 
".24* 

-.04     t  . 
-.08 
.17* 

LONGEST  DAY  SLEEP 

1  Month 

4  Mnnth^ 
8  Months 

.13* 

to 

.10* 

.11*° 

•  •  • 

.11* 

.05- 

.24* 

REGULARITY  OF  DAY  SLEEP 

1  Month 
4  Months 
8  Months 

.0$ 

1 

•  .12* 
.07 

.03 
.13* 
•  .20*  . 

REGULARITY  OF  ALL  SLEEP 

1  Month 
4  Months 
.  8  Months 

.16*' 

.04 

.34*  . 

.08 

.29* 

.29* 

NIGHT  AWAKENINGS 

.  1  Month 
4  Months 
8  Months 

.27*  • 

.21* 
.41* 

i 

.06 
"  -.11 
.22* 

♦Kendall  correlation  coefficients;  p<.05;  Range  of  N  =  101-135 


\ 


141 


3.42  . 


ERIC  • 


/"  The  data  presented  in  Tables  3.16  and  3.17  were  recorded  by  mothers. 
The  consistency  of  the  data  over  time  and  the  duration  and  regularity  reported 
are  consistent  with  what  is  known  about  infant  sleep  during ,th*  first  year  of 

life.  , Certainly  parents  have  been  and  will  continue  to  be  the  most  likely  « 

>  *> 
*  « 

source  of  such  information. 

«  * 

Appendix  3.6  -  3.9  presents  the  intracorrelations  among  the  sleep  ac- 

9 

*  -  *"  *   *  .  *  * 

tivity  variables  at  1,  4,  8,  and  12  months.   A  consistent  pattern  emerges 
across  ages:    the  more  feedings  per  day,  the  shorter  the  duration  of.  night 
and  day  sleep,  the  less  regular  both  night  and  day  sleep,^and  the  more  night 

;■  y  -  •  '  6      ,  • 

awakenings.   The. regularity  of  feedings  , at  1  month  is  negatively  correlated 
with  night  awakenings,  while  at  4  months  .it-fs  positively  correlated  with 
regularity  of  day  sleep  and. again  negatively  correlated  with  night  awakenings. 
Again  at  .8  and  12  months  the  regularity  of  feedings  is  correlated  with  the 
infant's  day  and  :iight  sleep  patterns.   This  pattern  illustrates  the  signi- 
ficant  influence  of  feeding  and  sleep  periods  on  each  other.;  it  is  an  inter- 
active cycle. 

The  number  of  night  awakenings  at  1,  4,  8,  12  months  is  negatively 
correlatc-d  at  each  age,  with  the  duration  of  the  longest  night  sleep  and  the 
regularity  of  night  sleep.  ,  «  4 

The  duration  of  the  longest  day  sleep  is.  positively  correlated  with  ' 
regularity1  of  day  sleep  at  each  age.   There  ts  no  correlation  between  the 
longest  duration  of  day  and  night  sleep  until  a  positive  correlation  *t 
•  12  months  of  age. 

The  regularity  of  all  sleep  is  more  positively  correlated  with  day  sleep 
at  all  ages  than  with  night  sleep,  especially  at  12  months.  % 

\  ■       '  . 
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INFANT  CHARACTERISTICS  -  ASSOCIATIONS.  AMONG  VARIABLES  , 
,     Having  completed  descriptions  pf  the  Infant  measures,  presentation  of  the 

* 

sample's  distributions  and  reliability  data,  we  turn  to  data  showing  what 
associations  these  Infant  measures  have  with  each  other. 

Starting  with  the  measure  of  newborn  behavioral  responsiveness,  we  felt 
this  measure  would  be  helpful    1n  identifying  the  responses  of  infants  which 
may  be  related  to  their  later  behavior  and  learning.   The  association  pf  the  . 
cluster  scores  (alertness,  1rr1tab1l.1ty,  habituation,  and  motor)  with  gesta- 
tional  age,  neurological  performance,  and  the  minor  anomaly  score  are  found 
in  Table  3.18.   The  total  deviant  behavior  score  correlates  1n  a.  logical  way 
to  gestational  age,  the  more  premature  the  more  deviant  behaviors..  Likewise, 
the .number  of  deviant  behaviors  1s  greater  for  Infants  who  show  neurological 
abnormalities,  however  there  is  essentially  no  correlation  with  the  minor  ■ 
anomaly  score.-  The  deviant  behavior  score  correlates  with  all  four  cluster 
scores,  highest  with  irritability  and  alertness;  this  1s  expected  since  the 
irritability  and  alertness  clusters  contain  more  Items  than  the  habituation 
or  motor  score.    Among  the  cluster  scores,  alertness  correlates  1n  a  positive 
direction  with  habituation,  suggesting  that  the  non-alert /infants  habituated 
less  readily.   The  irritability  score  was  significantly  associated  with  all 
three  other  cluster  scores  and  gestational  age  In  a  positive  direction.  This 
is  consistent  with  our  clinical  impression.   The  explanation  of  the  correlation 
with  gestational  age  probably  relates  to  the  lack  of  Irritability  seen  1n  the 
hospital  period  for  the  Immature  Infant. 

While  not  significant  correlations,  the  relationship  between  the  minor 

/       *l  * 
anomaly  score  and  the  neurological  suspicion  score  and  the  motor  score  are  m 

•  i 1  I  -  - 

the  expected  direction,  the  higher  the  anomaly  score  the  more  neurological  and 

to  tor  abnormality. 

3JW3 

f 
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TABLE  3.18 


CORRELATIONS  AMONG  NEWBORN  BEHAVIORAL  ASSESSMENT  SCORES, 
NEUROLOGICAL  SUSPICION  SCORES  AND  MINOR  ANOMALY  SCORES 


Neurological 
Suspicion 
Score 


Gestational  Age 

Neurological 
.Suspicion  Score 

Deviant  Behavior 
Score 

Habituation  Score 

Alertness  Score 

Irritability  Score 

Motor  Score 


-.04 


Deviant  flabitua-  Alert-  .  Irrita- 
Behavior  "  .  tion  ness  bility 

Score        Score  ■       Score     1  Score 


-.11* 


.19* 


.,08 


.03 


'  .29* 


-.04 


■.02 


.38* 
.10* 


.09* 

.11* 

.42* 
.10* 
.14* 


♦Kendall  Correlation  Coefficients;  p<  :.05;  Range  of  N  =  131-193. 
A  =  28,  E  =  1.4,  0  =  14. 
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In  examining  the  pattern  of  association  with  newborn  behavioral  re- 
sponsiveness, perinatal  risk  and  maternal,  educatloji,  the  motor  score  was  more 
deviant  in  high  perinatal  risk  and  for  infants  whose  mothers  had  less  formal 
schooling.   The  only  sex  difference  was  that  female  infants  showed  more  1r- 
ritable  behavior.   The  mean„cluster  score  was  5.49  for  females  and  5.17  for 
males;  this  difference  1s  significant  at  the  >  .001  level. 

How  does  early  behavior  of  the  neonate  correlate  with  later  behavior? 
We  can  only,  provide  a.  beginning  answer  to  that  ?,-jast.1on.   Table. 3. 19  presents 
the.  statistically  significant  correlations  between  neonatal  behavior,  the- 
mother's  report- Of  infant  sleep  and  activity  during  the  first.year. 

Ffrst,  the  number "of  correlations  during  each  age  period  remain. fairly 
constant,  although  logically  we  would  expect >more  associations  the  closer  in 
time  the  variables  are  measured.   While  not  all  of  the  correlations  make 
sense,  the  number  of  feedings  per  day  during  the  early  months  were,  greater  for 
infants  who  had  less  deviant  behavior  and  better  habituation  scores,  while  at 
8  and  12  months  children  who  were  less  irritable  as  newborns  had  more  feedings 
per  day.   The  meaning  of  that  relationship  is  hard  to  explain;  parents  whose 
children  have  later  developmental  problems  often  describe  an  early  pattern  of 
feeding  difficulties— perhaps  this  is  the  reverse— children  with  more  normal 
behavior  are  fed  more. 

Most  of  the  correlations  with  sleep  measures  indicate  that  with  higher 
deyiancy  scores  there  is  a  tendency  for  longer  periods  of  night  sleep  particu- 
larly at  12  months;  since  the  correlations  are  with  alertness  and  the  total' 
deviancy  score  this  may  represent  the  child  who  was  a  less  responsive  newborn-, 
Jwho  later  sleeps  longer  and  has  more  regularity  of  night  sleep. 

In  general  .the  infant  with  less  response. decrement  to  repetitive  stimuli 

3.46 
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.  T/tBLE  3,19* 

INFANT  BEHAVIORAL  VARIABLES  RELATED  TO  VARIABLES 
FROM  THE  SLEEP-ACTIVITY  RECORD  AT  1,  4.  8,  AND  lS'JMnHSl" 


Age  Neurological   Devian|    Habitua-  Alert-  Irri 
(in    Suspicion  ,   Behavior      tion      ness  bili^ 
mos.)   Scohe***       Score       Score      Score  Score 


Motbrx 
ScqVi 


s.MfiJor  Gesta- 
aly  tional 
re  -Age 


Feedings  per  day 


1 

4 
8 
12 


-.16. 


.,13- 
■•11  N 


.11 
.11 


Regularity  of  feedings 


*  1 
4 
8 

12 


\1Q* 


Longest  night-sleep 


1 
4 

8 
12 


•Ml 


,11 


.12 


.15 


.14 


.10 


Regularity  of  night  sleep   ,  1 

4 

-  8 
12 


-.19 


.ft 


,2Q 
.16 


Longest  day  sleep 


1 

4 
8 
12 


-.15- 


Regularity^  day  sleep 


\8  * 
12- 


.10 


,14 

.17  * 


,10  ,12 


Regularity  of  all  slee^ 


F 


,10 


.10 


12- 


Night  awakenings 


1 
4 
8 
12 


•,10 


A 


.10 


-.13 


-7— 


♦Kendall  Correlation 'Coefficients;  p<  ,05,  Range  N  =  ^5-161, 

A  =  224^  E  =  11.2,  0  =.30. 
**high  score  is  moYe  deviant.  , 
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has  ritore  regular  periods  of  sleep  after  8  months  while  the  Infant  with. good 
response  decrement  showed  longer  day  sleep  at  4  months.   6ertainly  the  rela- 
tionship is  logical  as  one  would  expect  that -a  child  who  could  "shut  out"  en- 
vironmental events  would  sleep  better  during  the  day  when  there  is  likely  to 
be  more  activity.  .Considering  that , the  correlat|onsjojf^eeding-and"s1eep" 
Dehavior  are  b^^ej^bservationT^Tbehavior-made  at  the  newborn  period 
and  parent  report  at  later  ages  the  ability  to  detect  relationships  which 
.have  some  logical  explanation  is  impressive".' 

—    In  examining  the  relationship  of  infant's  sleep  and  activity  recorded  ■ 
by  the  mother  and  the "peri natal  risk  score  there  was  a  negatiye-associatlon 
"(r  *  -.->7-)  between  risk  and  day  sleep  at  12  months  and  a  positive  association 
wi^hthe  regularity  of  day  sleep  at  12  months.   With  respect  to  maternal 
education,  there  was  a^psitiye^ association  between  number  of  feedings  at 
1  month,  (r  =  .13)^d>the.  regularity  of  sleep  at  1  and  8  months  with  night 
sleep.  (r\  .13,  .18)  and  with  the  regularity  of  all  sleep  at  4  months  (r  = 
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.14)1   The\orrelation  between,  night  awakenings  at  4  months  was  (r  =  -.16).,- 
Thus;  there  is\  tendency  for  mothers  with  mor'e  education' to  feed  their 
infant  more  ofte\  at  1  month'and  for  the  infant  to  .have  more  regular  night 

sleep  at'l  and  8  months,-  more  regular  day  sleep  at  4* months  and  fewer  night 

■         .  \ 
awakenings  -at  4  months.        <  - 

Several  other  findings  with  the  sleep-activity,  record  are  interesting. 
At.  1  month  the  prematurely^  born  ^infants  tendejd  to 'have  more  irregularity  in 
their  feeding  and  sleep  schedule.   Ttiere  was  a  significant  difference  in  the 
length  of  night; sleep  at  8  month's  based  on  sex.   Female  infants  had  a  median 
duration  of  11.04  hours  and  males  10.40  hours,  significant  at  the  .02  level* 

Table  3.20  summarizes  a  possible  module  to  use  -in  forecasting  first 

...  '  y 

-  *  .  *      '  Y 
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TABLE  3.20 


SUGGESTED  NEWBORN  INFORMATIONAL  BASE  ., 
/FOR  FORECASTING  FIRST  YEAR  FEEDING  AND  SLEEP  PATTERNS 


1  First  Year  Feeding, 
'and  Sle'e 


leep 


Forecast  Newborn  Behaviors  or  Characteristic's 


Ages  ,1-4  Months 


8-12  Months 


Feedings 
Number 


Regul arity 


habituation  score 
maternal  education 


Irritability  score 


gestational .age 
neurological  sus-,  * 
.  pidon  score 
maternal  education 


maternal, education 


Sleep 

' Length 
day 

*  V"  '.  night 


Regularity 
day 


night 


Night  wakening 


1  -  4  Months 


8-12  Months, 


habitation,  score" 


none  < 


motor  maturity  score 
habituation  score 
gestational  age 


motor.  matuHt/scSre, 
minor  anomaly  'score 


motor  maturity  score 


irritability  score 


minor  anomaly  score 

sex       .  _-_ 


habituation  sco/e 


habi  tuat-ioh  score 


alertness  score 
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•   year  sleep  and  feeding  behavior,.   The  underlying  theme  seems  to  be  the 

infa^Ts  ability  to  deal  .with  environmental  stinju  14.   For. instance, 'the    .  , 
•as.socTation  of  the  babituatidn  response,  and  i ratability ,  with  number  of 
"    feedings  suggests  that'  eithej>the  infant  with  poor  response  decrement  or 
•'  •irritability  is  not  a  frequent  eater  or  that  mother  has  learned  not  to     j  ■ 
•  bother  the  .sleeping  infant  because  he/she  is.  difficult  'to -get  back  to  sleep. - 
It  is  interesting  to- note  that "nigh#  awakenings  at  8  months  ate  associated  '  • 
.  with  alert  $»w5orri  behavior, perhaps  a  sign  of  good  self-differentiation 
ability  and  hence  mor*- anxiety  about?  separation  brouqtit  on.  by  sleep  or  night 
"  makes  a  begVtwing  case  for  suggesting  advanced  devilment  in"  alert  infants.  f 
In  looking  beyond  these  early  characteristics  of  the  infant  several 
trends  emerge  in  the  correlations  between  neonatal,  behavioral  responsiveness 
"  and.  later,  behavior  of  the  mother  and  infant.   White  these  trends  await 
further  confi  Ation  in  -other  studies  they  areMmportanf  to  note.   "Hie  da^ 
suggest  that  the  non;alert,  non-responsive  inf^t  shows-less  readiness  to 
learn  when  observed  in  a  learning  situation  all  during  the  first,year. 
I     Mothers  of  these  infants  report  a  decreasing  .'amount"  of  involvement  with  the^ 
T^hfarit  over  .the  /year-  and  jjfcthers  have  less  "expectations  for  the  child's.  ^ 
school" achievement  when  queried"  at  8  mon.ths.    In  addition,  by  home  visitors' 
observations  there  was.  less  optimal  communication 'between  the  mother' and 
1nfant: when  the  infant  was;  not  alert  and  responsive  as  a  newborn. 

All  these  relationship*  of  early  behavior  with  later  behavior  and  mater- 
'  na\  expectations/Support  the-possible  contribution  of  early  behavioral  responses 

to- prediction* of  later  developmental  outcomes.    Even\ifrthat^ere  not  the  case' 
.  our  experience -in  behavior  assessments  of  the  neonatal  has  convinced  us  of 
their  Value  in  providing  a  sensitivity  on  the  .part  of  nursts  and  other  health 
care  providers  to  the  newborn  as  individuals.   This  "tuning  in"  c^n  easily  be 


put  to  use  in  helping  the  parent  develop  the  same  sensitivity,  to  the  ex- 

citing  capacity  the  newborn  has  to  organize  his  behavior  and  respond  to 

\  '     ■       .        »  " 
environmental  stimuli.    Likewise  it  has  been  our  experience,  that  the  tp'fant 

*>• 

sleep-activity  recording  by  the  mother  becomes  an  ^important  descriptive 

■  ■  t  '  \  '     '  *       '  '  ' ' 

picture  of 'how  the  infant  and  his .environment  are  fitting  together.  We 

■  •    .  *     •  \ 

found  that  when  mothers-were  experiencing  problems  with  feeding  or  sleeping 


i  by  the  nurse.  J 

•isk,  ges^at^jiral  age*  n 


th'ts  recording  helped  the  mother  understand  the  problem  herself  or  become  | 
!*  freer  to  discuss  the  probl**;  often*  a  full  page  of  notes  wduTd  accompany  . 

the. record  that  then  could  be  readily  responded  to 

■'  Thus  the  collection  of  data  about  perinatal  risk,  ges^at^fal  age t  new- 
1  'born  behavioral  responsiveness,  minor  physical  anomalies,  and  sleep-wake  .  . 

activities  are  measures  which  can  be  made,  given! appropriate  training.   The  . 

•       .  "     •  *  '  .<"  ,   ..  * 

predictive  validity  of  the  measures  await  data  analysis}. from  follow-up. 

f  '    -     •  v  *  .         1  •  . 

studies  of  the  sample  at  preschool  and  school  ^age^.  ,  •  >  .  r 

"I      The  use  of  a  perinatal  complication  scoring  .'system  enhances  the  sys- 
tematic col  lection'of 'infoma€^on\.l ready  availably  in  most^erinatal  "health 
care  situations.   We  advocate  a  method  such  as one 'used  in  this  stuch^to 

'provTde  the  child  health  care  provider  with  background  information.  Clearly 

i  A  '  j  » 

the  absence  or/presence  of  perinatal  complications  and  maferrjal  educatioa  * 
continue  to  (be  the  most  available  and  predictive  .varUplb  currently  used. 

v  •  s-  1 

■^TJRHe  we  are  not' currently  in  a  position  to  support  the.predictjtve  validity 
'  of.  the  minor  anomaly  score,  the  newborn's  behaVtoraVresponslv^hes^s,  and  the 


ill  be>so 


pattern  of  sleep-activity  from  this  study  the  answers  will  bjrsoupht  in  follow- 


up  of  this  population.  v 

He  have^been  particularly  impressed  wfth*  the  descriptive  value  oT  the 
••'  ■        ■'  ft   »    f       *  **  . 

Brazeltdn  Newborn  Behaviora-1  Assessments  The  use  of  this  measure  does  require 

'.  './•       •   .   •      \        .  :  i 

r 


training  and  we  strongly  advocate  making  provision  that  all  nursqs  trained 
at  the  post-baccalaureate  level  in  maternal -chilp  nursing  have  this  as  part 


of  their^nursing  curricula. 

In  addition,  further  work  on  a  different  form  of  newborn  behavioral 

■        ■         1  '  V 

assessment  merits  doing  since  during  the  normal  course  orx  newborn  nursery 

i  -  •  °  I  \ 

„ .  care,  i.e.,  bathing,  diaper-changing,  and  feeding,  observations  can  routinely 


be  made  about  the  newborn's  responsiveness.  It  seems  probable  that  a  stand- 
ardized  method  of  reporting\the  newborn's  behavior  could  be  developed  that 


would  fit  into  existing  practice.  N 

The  newborn  infant  provides  an  early  opportunity  to  begin  the  observa- 
tion of  exciting  and  possibly  predictive  patterns  of  behaviors  and  informa- 
tion.  Through  this  study  we  have  begun  to  find  out  how  thesejjjieasures  can 
be  collected  by  nurses,  parents  and  other  health  care  providers. 


/ 


\ 
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APPENDIX  3.1 


AOJUSTEO  FREQUENCY  PERCENTAGE  OF  SCORES  ON.  ITEMS  -1  -  26 
OF  THE' BRAZE LTON  NEWBORN  BEHAVIORAL  ASESSMENT  SCALE 


V 

Item  Name 

1 

• 

2 

4 

Item  Score 
5 

6 

7 

8 

9 

1. 

Response  Oecrement 
to  Ligni       ,  "  . 

2.4 

.  3.6 

4.2- 

7.,  8 

.16. 8 

16.0 

.21.0 

16.8  % 

10.8 

• 

2. 

Response  Oecrement 
to  Rattle 

2.5 

1.9 

;/  2<5  . 

3. , 

9.4 

10.0. 

15.6 

32.5 

22.5 

.3. 

Response  Oecrement 
to  Bell 

1.3 

2.6  , 

/ 

2.0 

2.6 

10. § 

16.4* 

17:i 

28.3*^ 

v  19  J 

- 

4, 

Response  Oecrement 
to  Pinprick 

18.2 

6.8  / 

25.0 

16.9 

15.5 

7.4 

4.1 

5.4  ' 

0.7 

5, 

Orientation  Inanimate 
Visuffl 

1.6 

«/ 

11.4  . 

28.6 

*  *16.2 

7.0 

14.1 

5.9 

'  7.* 

6. 

. Orientation  Inanimate 
Audi  tory 

0.5 

<    *  / 
1.1 

3.2 

13.2 

7.9 

19.6 

10.6 

18.5 

25.4 

7. 

Orientation  Animate 
Visual 

2.2  ' 

/ 

*  .3/8 

7.6 

28.1 

12,4 

9,2 

28.1 

8.1 

1.1 

.  Orientation  Animate 
Audi  tory 

i  i 
i .  i 

/ 
/ 

2.2 

10.7 

8.6 

15.0 

19.3 

islo 

26.2; 

9. 

Cri£ntat10fT"An  1  ma~te 
Vis'jt  Aud" 

1.1 

9.7 

17.8 

15.1 

14.1 

22.2 

.  13.5 

4.3 

10. 

Alertness          /  • 

•  1.1 

8.6  " 

13.4  y 

13.4 

8.5 

10.2 

12.8 

15.0 

17.1 

11. 

General  Tonus 

1.6 

1.0 

12.4 

-  21 ,8 

45.6  , 

13.0 

.  4.1 

12. 

Motor  Mafurity 

2.6 

14.5 

9.8 

21.2 

28.0 

16.1 

6.2  ^ 

1.0 

.  Oj 

13. 

Pull  to  Sit 

S-.2 

.  4.7 

11.5 

24.6 

•16.2 

13.6 

7.3/ 

14.1 

2.6 

14. 

Cuddliness  t 

1.0 

5.2  - 

12.6 

23.6 

12.0 

17.3 

.  15.7 

•  12.6 

15. 

16. 
17. 
18. 
19. 
20. 
21. 
22. 
23. 

24. 

25. 
26: 


Oefensive 
Movements 

Consol ability 

Peak-  of  Excitement  ^ 

Rapidity  of  Buildup 

Irritability 

Activity 

Tremulousness 

Startle 

Lability  of 
Skin  Color 

Lability  of' 
Stajes 

Self  Quieting 
>  Activity 

Hand  Mouth 
Facility 


4.7 

1.1 

6.8 

18.9 

30.5 

32.6 

0.5 

1.1 

0.6 

nil 

10.0 

1.7 

68.3 

,  2.8 

2.1 

.    J. 3 

25.5 

21.4 

31.8 

10'.9  ' 

0.5 

13.0 

7.8 

25.9 

•29.5 

8.3 

4.1 

0.5 

15.6  . 

17.2 

20.8' 

18.2 

9.4 

5.2 

0.5 

6V7 

23.3 

37.3 

18.7 

8.8 

3.1 

1.0 

7.8 

17.2 

25.1 

13.5 

'  5.2 

-  4.2 

14.0 

13.0 

10.4 

14.0 

29.0 

1.6 

1.6 

9.3 
23.0 
7.9 
3.6 


6.2 
18.3 
6.3 
6.3 


36.8 
7.9 
10.5 
12.5 


31.1 
3.7 
5.8 

10.9 


10.9 
2.6 
10.0 
15.6 


1.0 
1.0 
17.9 
8.3 


0.5  s 
31.0 
21.4 
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Brazelton 
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Assessment- 
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(Newborn) 


j  APPENDIX  3.2 

SUMMARY  AND  DESCRIPTIVE  STATISTICS  FOR*  INFANT  CHARACTERISTICS  VARIABLES 


Variable 


Composition  of 
Variable  Set 


Median  Range 


N       Direction  of  Values 


Deviant  Behavior  Score 

t 


Alertness  Score 


Irritability  Score 


Habituation  Score 


Number  of: 
Scale  i terns  1-26 
scored  as  "deviant" 
(see  text) 

Sum  of  scores: 
5.  Orientation 

Inanimate  Visual 
7.  Orientation 

Animate  Visual 

9.  Orientation 

Visual  &  Auditory 
10.  Alertness 

Sun  of  scores: 

17.  Peak  of  Excitement 

18.  Rapidity  of 
'  Buildup 

19.  Irritability 

24v  Lability  of  States 
25.  Self-Quietinq 
Activity 

Sum  of  scores: 

1.  Decrement  to  Liqht 

2.  Decrement  to  Rattle 

3.  Decrement  to  Rell 


1.0 


4.3 


5.3 


3.2 


0-7 


4-12 


5-12 


3-9 


193      high=many  deviant 
behaviors 


183  high=deviant 
alertness 


186  high=deviant 
irritability 


149    \ hiqh=deviant 
habituation 


Motor  Score 


Sum  of  scores: 
12.  Motor  Maturity 
21.  Tremulousness 


2.2 


2-6 


193      hinh=deviant  motor 


Neurological 
Suspicion  Score 


Number  of: 
Elicited  Reflex 
items  1-20 
scored  as 
"abnormal" 
(see  text) 


0-11 


\'Scores  are  the  sum  of  the  items  listed,  where  each  item  is  scored 
\  1=  normal,    2s  questionable,    3=  deviant 


193      hiqh=many  abnormal 
reflexes 


APPENDIX  3,3 

1 

MULTISAMPLE  FACTOR  ANALYSIS  OF  THE  BRAZELTON  SCALE 

Milton  E.  Strauss 
Daniel  Rourke 

Subjects  and  Procedure:  " v 

ye  Were  fortunate  in  being  able  to  obtain  several  hundred  Brazelton 
Assessment  Scale  results  from  a  number  of  laboratories  for  purposes  of 
comparative  study.    In,  addition  to  two  addicted  (Ns  ■  71  &  74)  and  one 
non-addicted  sample  f rom  Hutzel  (N«53),  we  obtained  121  Caucasian,  predom- 
inantly middle-class  cases  from  Dr.  Horowitz  in  Lawrence,  Kansas,  179  cases 
from  Dr.  -Vietze's'  prospective  ~sWdy~of "child  abuse  in  Nashville,  Tennessee, 
140  lower  class,  black  infants  from  Dr.  Joy  Osofsky  at  Temple  University 
and  Dr.  Edward  O'Cdnnell  at  Syracuse  University,  61  cases  from  Dr.  Kay  - 
Standley's  study  of  obstetric  medication  effects  in  Washington,  D.  C, 
and  a  total  of  193  cases  from  Dr.  Kathryn  Barnard's  Longitudinal  study  in 
-  Seattle,  ^Washington.    The  latter  sample  is  divided  into  two  subsamples, 
one  of  hi£h  risk  infants  and  the  other  infants  of  uncomplicated  pregnancies 
and  deliveries.    The  total  number  of  cases  is  892. 

/* 

In  collaboration  with  Dr. , Daniel  Rourke  at  Wayne  State  University, 
these  data  were  studied  using  a  multidimensional  scaling  technique,  * 
CANDECOMP.    In  brief,  this  procedure  treats  each  sample  as  a  single  case 
and  attempts  to  compute  a  set  of  ^rthogonal  principal  components  which 
will  maximally  reproduce  the  inter-item  correlations  within  each  sample.  . 
It  is  more  powerful  than  separate  principal^  components  analyses  of  each 
sample  since  it  uses  all  of  the^data  simultaneously  and  the  solution  is 
uniquely  determined.    Rotation  of  dimensions  is  typically  not  required 
for  the  dimensions  to  be  psychologically  meaningful;  indeed,  rotation 
degrades  the  solution.    The  analysis .provides , (1)  a  set  of  dimensions, 
(2)  weights  of  each  dimension  in  each  sample,  which  are  basically  esti- 
mates of  the  importance  of  that  dimension  in  accounting  for  the  variance 
in  each  sample,  and  (3)  an  index  of  the  goodness-of-fit  of  the  general 
solution  to  each  sample  (R^) . 

Results  and  Discussion: 

On  the  basis  of  our  experience  with  the  factor  analysis  of  data  from 
.smaller  samples,  a  10  factor  solution  was  extracted  first,  followed  by  8, 
6,  and  4  dimension  solutions.    The  10  dimension  solution  accounted'  for 
71.74%  of  the  variance  and  the  8  dimension  solution  resulted  in  a  drop 
of  5.6%  in  the  proportion  of  variance  accounted  for.    Reducing  the  dimen- 
sion space  by  another  2  factors  produced  a  much  greater  loss  (10.3%) .   

Since  the  8  factor  solution  was  minimally  less^powerful  thanHEKe  soluttrofi 


1Taken  from  Final  report  to  the  Spencer  Foundation,  Early  Development 
of  Narcotics  Addicted  Infants;  Milton  E.  Strauss,  July  30,  1976. 
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in  10  dimensions. and  was  psychologically  dearer,- it  was  retained.  The 
goodness-of-fit  of  this  solution  across  samples  ranged  from  Rz  -  .58 
to  R2  -  .71  in  the  nonaddicted  Hutzel  and -normal  pregnancy  Seattle  samples, 
respectively.    This  is  oniy  a  minor  degree  of  between-sample  differences 
in  the  adequacy  of  the  solution,  and  the  absolute  levels  are  quite  satis- 
factory given  the  variability  in  sample  size  and  in  amount  of  missing  data 
in  each  sample.  .  The  correlation  matrices  were  computed  in  whatever  data, 
were  present  (pair-wise  deletion)  and  coefficients  were  thus  based  on 
different  Ns.    This  introduces  some  unavoidable ■"wobble"  into  the  system. 
The  goodness-of-fit  of  the  solution  is  significantly  related  to  the  size 
of  the  sample  (Spearman's  rho  «f  .68,  p  <.05),  which  is  not  surprising, 
and  indicates  that  larger  samples  proauce  more  reliable  numbers. 

The  weights  for  each-  variable  on  each  dimension,  excepting  Smiles 
and  Skin-color  changes  which  were  excluded  from  the  analysis,  are  Presented 
in  the  table.    The  weights  may  be  interpreted  as  factor  loadings,  although 
CANDECOMP  loadings  are  always  lower  than  those  from  principal  components 
factor  analysis,    To  aid  in  the  interpretation  of-  these  dimensions ,  - the 
following  rules  of  thumb  were  developed  prior  to  the  analysis  to  identify 
"significant"  loadings  and  these  are  underscored  in  the  table: 

1.  The  largest  entry  in  each  row  is  underlined.    This  assures  that, 
each  item  appears  on  at  least  one  dimension,  even  if  only  weakly. 

2.  In  any  column  with  no  large  entry  (>.30),  underscore  the 
largest  loading.  This  assures  that  some  item  will  appear 
on  each  dimension  so  that  none  will  be  unlabeled. 

'3.    Underscore  all  loadings  ;>  .30 

The  dimensions  are  strikingly  comparable  to  those  found  in  more  typical 
factor  analytic  studies.    The  first,  and  largest,  is  defined  by  responsiveness 
during  alert  periods.    Interestingly,  this  seems  to  be  a  visual  modality-  - 
specific  factor,  for  responsiveness  to  the  bell  has  but  a  small  loading  and 
responsiveness  to  the  human  voice  is  of  borderline  weight.    Since  the  visual 
and  visual-plus  auditory  items  are  administered  in  .state  4  only,  while  the 
auditory  items  may  be  administered  in  state  4  or  5,  the  variability  in 
loadings  may  be  due  to  behavior  state  condition  \dif  f erences..  • 

The  secoud  dimension  is  defined  principally  \by  indices  of  arousability 
(peak  state,  rapidity  of  build-up  of  excitability\  extent  or  irritability), 
activity  level  in  alert  states  and  muscle  tone.    Pullrto-sit,  which  is 
flso  basically  a  measure  of,  muscle  tone  and  control,- does  not  load  strongly 
on  any  dimension,  but  is  more  prominent  here  than  .on  other  factors.  This 
second  dimension,  and  the  third  which  is  marked  solely  by  items  assessing 
response  decrements  to  distal  stimuli  during  sleep,  have  been  found  in  other 
factor  analyses  of  the  Scale  as  well.    The  third  factor  is  quite 
accounting  for  only  a  bit  more  than  5%  of  the  variance.    The  first  two  factors 
alone  account  for  44.5%  of  the  variance,  or  over  2/3  of  the  variance  assoc- 
iated with  all  8  dimensions, 

—     In  part  because  of  their  small  size,  the  other  factors  are  at  times 
more  difficult  to  interpret.    Dimension  IV  is  less  clearly  meaningful  than 
V.    This  latter  factor  appears  best  characterized  as  a  CNS  irritation  or 
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Brazelton  Dimension  Matrix  ,    .  - 


Variable 

Dimension  " 

T 

X 

IT 

XX 

III 

/  IV 

V 

VI 

VII 

VIII 

Response  decrement:  light 

09 

39 

-04 

22 

-07 

00 

-08 

Response  decrement:- rattle 

09 

$7 

50 

-16 

•  24 

-02- 

11 

02 

/  Response  decrement:  bell 

10 

10 

52* 

-08 

23 

■  -10  • 

13 

03 

Response  decrement:  pinprick 

10 

04 

13 

-07 

-03 

22 

-51 

-47 

Orientation:  ball 

30 

-22 

-09 

05 

15 

-01 

13. 

14 

• 

\Orientation:  rattle 

22 

-17. 

-15 

00 

23 

-06 

-31 

-13 

Orientation :  ^face 

33 

-21 

-10 

13 

07 

00 

24 

05 

Orientation:  voice 

29 

-22 

-16. 

03 

19 

03 

-13 

-09 

Orientation:  face  and  voice  , 

34 

-21 

-09 

10 

17 

-01 

24 

00  - 

Alertness 

37 

-16 

-14 

-03 

09 

16 

10 

00 

General  tonus 

-07  ' 

-31 

>06 

-29 

02 

29 

05 

06 

Mdtor  maturity 

20 

00 

18 

32 

-29 

06 

-02 

32 

Pull-to-sit 

01 

-26 

18 

-09 

-16 

21 

03 

14  : 

Cuddliness 

14 

-17 

'  14 

-11 

-02 

-06 

-34 

-02 

Defensive  movement 

00 

-18 

08 

-13 

-33 

10 

-04 

16/ 

Consolability 

11 

10 

-04 

-16 

-03 

-21 

-52 

45 

Peak  of  excitement 

-26 

-36  . 

14 

19 

03 

•  j9 

03 

-14 

Rapidity  of  buildup 

-21 

-30 

-01' 

18 

07 

-36 

-05  . 

10 

Irritability 

-26 

-32 

10 

21 

>  02 

-21 

-04 

00 

Activity 

-12 

-32 

AO 

08 

-27 

-03 

11 

UO 

Tremulousness 

-18 

-06 

-21 

-27 

39 

-10 

06 

-22 

Startles 

-12 

04 

-16 

-29 

33 

-03 

-06 

46 

Lability  of  state 

-15 

-25. 

12 

25 

08 

-40 

-09 

00 

Self  quieting 

19 

09 

-06* 

:3l 

-25 

-48 

13 

-09 

Hand-mouth  facility 

03 

-07 

02 

-43 

-36 

-34 

14 

-23 

o 

%Total  Variance 

27?7 

.  16.8 

5.6 

4.5 

3.5 

3.4 

2.5 

2.2 

"Note:  Decimal  points  omitted 

See  text  for  explanation  of  italics 
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immaturity  dimension,  and  is  defined  by  tremulousness,  startles,  poor  hand- 
mouth  coordination  and  nonspecific  motor  activity  .as  a  defensive  reaction. 
The  former  is  characterized  by  mature  motor  movements,  poor  self-quieting 
ability  and  limited  hand-mouth  coordination5 facility..  This  pattern  makes 
little  sense,  for  one  Would  expect  the  coordinated  activity  required  for 
hand-mouth  insertions  to  load  positively  on  the  same  dimension  as  maturity 
of  motor  movements.    At  this*  time,  we  cannot  account  for  this  pattern. 
One  possibility  being  evaluated  is  that  it  is  due  to  peculiarities  intro- 
duced into  the  correlation  matrix  by  missing  data  for  some  items. 

Variation  across  items  within  samples  on  the  number  of  missing  scores 
is  generally  a  serious  problem  in  the  factor .analytic  study  of  this 
instrument,  for  the  meaning  of  missing  data  varies-as-a~£unct ion  of  the 
specific  item.    For  example,  no  score  on  an  orientation  item  means  that 
the  behavior  could  not  be  elicited,  typically  because  the  infant  could  not 
be  maintained  in  the  appropriate  state.    No  score  on  self-quieting,  on 
the  other  hand,,  means  that  the  infant  did  not  become  sufficiently  irritable 
for  this  behavior  to  be  emitted.    Even  eight  is  a  large  number  of  dimensions 
to  account  for  25  variables,  and  the  smaller  ones,  beginning  with  the 
fourth,  are  perhaps  being  defined  more  by  patterns  of  missing  scores  than 
by  distributions  of  present  scores.    To  minimize  the  risk  of  over-interpreting 
the  results,  we  plan  to  factor  analyze  the  data  for  those  infants  in  which 
thfe  examination  is  completely  separate, .and  to  also  look  separately  at  those 
ca3es  where  specific  clusters  of  scores  are  missing.    In  these  analyses, 
the  distributions  of  each  sample  will  be  standardized  to  meah£*  0,  standard 
"duration  «  1  and  the  data  from  different  laboratories  will  be  pooled. 
This  pooling  is  appropriate  because  of  the  fairly  similar  degrees  of 
goodness-of-fit  of  the  CANDECOMP  solution  to  all  of  the  samples. 

The  variation  in  dimension  weights  across  espies  has  not  as  yet  been 
carefully  examined.    As  was  indicated  earlier,  these  weights  may  be  inter- 
preted as  indicators  of  the  relative .importance  of  the  dimensions  in  ■ 
accounting  for  the  inter-item  correlations  in, each  sample.    In  collaboration 
wita  Dr.  Rourke,  an  approach  to  the  analysis,  of  dimension  weight  variation 
has  recently  been  formulated.    In  brief,  the  questions  to  which  these 
analyses  are  addressed  are:    (1)  Which  dimensions  have  the  most  disparate 
weights  across  samples?    (2)'  Can  a  model — a  metric  multidimensional  space-- 
be  constructed  td  order  the  groups  in  terms  of  patterns  of  dimension 
weights?    (3)  What  sample  variables,  e.  g.,  socio-economic  status,  age, 
and  birthweight  distributions,  are  associated  with,  the  greatest  dimension  ^ 
weight  variation  and  with  the  location  of  groups  in  a  multidimensional 
dimension  weight  space? 

These  analyses  are  about  to  be  conducted  now  that  a  mode  of  approach 
is  explicitly  formulated,  programming  problems  have  been  solved,  and 
computing  funds  have  been  made  available  by  Wayne  State  and  Johns  Hopkins 
Universities.    We  anticipate  that  these  additional  factor  analytic  and 
dimension  weight  studies  will  help  to  clarify  a  number  of  points  about 
the  Brazelton  Neonatal  Behavioral  Assessment  Scale.   /These  include  the 
characterization  of  dimensions  ol .neonatal  behavior  which  are  most  ade- 
quately measured,  the  identification  of  behavior  dimensions  the  measure- 
ment of  which  needs  to  be  modified,  and  the  specification  of  some;  of  the 
correlates  of  neonatal  behavioral  variability. 
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At  the  beginning  of  this  research  program,  the  Brazelton  Neonatal 
Assessment  Scale  was  used  to  understand  differences  between  groups  of 


infants..    At  its  end,  the  characteristics  of  groups  of \  infants  are  being 
used  to  help  understand  the  Scale.    The  studies  of.  addicted  and  nonaddicted 
infants  with  the  Scale  have  shown  its  descriptive  utility  and,  in  the 
context  of  the  mother- infant  interaction  study,  its  potential  utility  for 


understanding  the  development  of  individuality  during  early  infaftcy.  The 

nenir*: 


studies  of  the  instrumenFritself ,  we  would  hope,  will  help  to  better 


our  means  of  conceptualizing  and  measuring  psychologicalpindividuality 
early  in  life  and  our  understanding  of  their  changes  during  development. 
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We  believe  ..parents  are #good  at  observing  their  child's  growth  and  development* 
As  part  of  our  program,  we  ask  parents  for  .their  observations  and  ideas 
afcout  their  baby.    We  are  especially  interested  in  your  observations  and 
ideas  about  what  your, baby  is  like  at  this  age.    From  our  experience  with  -j 
1 — ^rther  parents,  we  know  you  will  enjoy  ^a^ni^g^ort^abotrt^oar^by-tiirough  - 
your  observations  and  recordings.    ,  t  'J 

We  have  enclosed  a  few  questions  for  you  to  answer  about  your  baby  and  a 
special  sleep-activity  record  for  you  to  complete.    The  sleep-activity 
record  is  for  you  to  keep  a  daily  diary  of  your. baby's  sleep  aftd  awake 
'activities  for  one  week.    It  is  "fairly  easy  to  keep  this  record.  The 
following  is  an  example  of  symbols  to  use  in  completing  the  "record. 


DAY 

a  .m. 
1 

2 

3 

4 

,  5 

6 

7 

8 

9 

10 

ii 

Noon 
12 

1 

"Vv»s 

ISSi 

•  

JUUL 

 O 

2 

UJUL 

4JUU 

tea 

*JULM 

t£2£T 

- 

@ 

3 

When  the  questions  and  record  are  cmpleted,  please  m4:Ll  it  to  us  in  the 
enclosed  sel f-addressed  stamped  envelope.    We  will  review  your  observations 
and  contact  you  regarding  our  impressions  of  how  things  seem  to  be  going 
for  you  and  discuss, any  questions  you  may  have  at  that  time. 

Thank  you  very  much  for  your  assistance.    Please  call  if  you  have 

any  questions. 

•S  ._  ~   „  e  ' 
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SLEEP-ACTIVITY  RECORD 


OFFICE  USE  ONLY, 
Code  f 


• 

Parent's 

Name 

1 

- 

Last  1 

•    •    •  \ 

First 

Parent's 

Usual 

Bedtime  \ 

Mother  9 

Father 

Child's  Name 


•  Last 
Child's  Place  of  Sleep  _ 
Date  of  Record  ; 


First 


Parent's  Usual  Awakening 


Beginning 


Mother 


Father 


End 


1  DAY 

a.m 
1 

2 

3 

4 

* 

5 

i. 

■  6. 

7 

8 

9 

10  ' 

11 

Noon 
12 

p.m 
1 

• 

2 

3 

4 

5 

1  

"6  . 

7 

8. 

9 

10 

11' 

M.N. 
12 

— 1- 

.  

- 

> 

1 

.  2 

• 

/ 

• 

3, 

/ 

4  > 

/ 

X 

5 

/ 

6 

7 

SYMBOLS:    Sleep   ;  

%  Awake  (crying  or  unhappy)  /WW^v 

Awake  (content,  happy)  jfj^qi!^ 


Feeding  (what  and  how  much)  \ 

Parent-child  activities,  i.e.,  rocking,  holding, 
playing,  car  ride 

Diaper  Change  # 
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h  • 

SUMMARY  OF  VARIABLES  FROM  SLEEP-ACTIVITY  RECORD 


Source 


Sleep-Activity  , 

.  Record 
(1,4,8,1*2  months) 


Variable 


Composition  of 
'Variable  Set  ' 


Direction  of  Values 


Feedinps  pep  Day 


Regularity  of 
Feedings  i 


Longest  Night  Sleep 


Regularity  of  Night 
Sleep  i 


Longest  Day  Sleep 


Regularity  of  Day 
Sleep 


Regularity  of  All 
Sleep  ' 


. Night  Awakenings 


Average  score: 
computed  from  number  " 
*     .    of  feedings  on 
7&       7-day  record 

Percentage  score: 
computed  frdm  number 
of  feedings  at 
"  '      same  hour  at  least 
5  out  of  7  days 

Individual  score: 
length  in  hours  of 
longest  niqht 
sleep  on  7-day 
record 

Percentage  sca^e: 
computed  fi^om  number 
of  hou^segments 
infant  .sleeps  at 
•  same  time  5  of  7 

niqhts 

■»/ 

Individual  score: 
length  in  hours  of 
longest  day  sleep 
,  on  7-day  record 

Percentage  score: 
computed  from  number 
of  hour-segments 
infant  sleeps  at 
same  time  5  of  7 
'7  days 

Percentage  score: 
'  computed  from  number 

of  hour-segments 
kJ  Infant  sleeps  at 
~"~    same  time  5  of  7 
24-hr  seqments 

.JWeraoe  score;. 
^     computed  from  number 
of  awakeninqs  after 
!     mother's  usual 
;     bedtime  on  7-day 
record 

I 


high=many  feedings/day 


high=more  regular 
feeding  schedule 


nightlong  night  sleep- 
segment 


high=more  reqular 
night  sleep 


hiohalonp  day  sleep- 
segment 


hiqh-more  regular  day 
sleep 


high«more  regular  sleeo 


\ 


hiqhnmany  night  awakeninqs 


1% 


\: 


A 

s  \ 
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CORRELATIONS  AMONG  VARIABLES  FROM  SLEEP-ACTIVITY  RECORD  AT  ONE  MONTH 


'./'•• 

,  ■  / 

■  •  /  .  • 


Reqularity      Longest    Reqularity     Longest  *     Reqularity   Regularity  /Night 
One  Month  of" Feedings     Night'of  of  Night       Day  Sleep    of  Day        of  ATI  /Awakenings 

Sleep       Sleep  j,        Sleep  ,  .Sleep 


Feedings  per  day 
Regularity  of  feedings 
Longest  night  sleep 
Regularity  of  night  sleep 
•Longest  day  sleep 
Regularity  of  day  sleep 
Regularity  of  all  sleep  , 


.00 


•  f20* 
.06 


-.15* 
.07 
.38* 


♦Kendall  Correlation  Coefficients;  p<c.05;N  =  161. 
A=28,  E=1.4,  0=18. 


-.21* 

j 

-.06.  *j 

.02 

,  -.10* 

.09*^ 

-.05 

.19*" 

-418*  / 
'  .06/  . 

ill* 
/.12*' 
/  .41* 


,.24* 

*  -.14* 
-.49* 

i 

-.37* 
-.05  • 
"  .04 

* 

•  -.20*  ' 


9  ' 
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Appendix  3.7  4  \ 

CORRELATIONS. AMONG  VARIABLES  FROM  SLEEP-ACTIVITY  RECORD  AT  FOljR  MON...S 


Reaularity      Longest     Regularity    Longest       Regularity,  Regularity  Night 
of' Feedings    Night  of  of  Mgfit       Day—-     of  Day-    \of-AU—    -■_  Awate&ings 
Sleep       Sleep  Sleep  SleeR^  "Sleep 


Four  Months, 


Feedings  per  day 
Regularity  of  feedings 
Longest  night  sleep 
.Regularity  of  night  sleep 
Longest  day  sleep 
Regularity  of  day  sleep 
Regularity  of  all  sleep 


.17* 


-.26* 
.12* 


\ 


\  • 


.28* 

-.11* 

-.03 

.07 

.00 

.19* 

.44* 

-.03 

-.01 

.04 

.06 

.25* 

♦Kendall  Correlation  Coefficients;  p<.05;.N  =  139 
.  A=28,  E=1.4,  0=18. 
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-r.2x4* 
.20*\ 
.44* 
.32* 
.06 

-  .45* 


.30* 
-.18* 
-.45* 
-.43* 

.02 
-.01 
-.30* 
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CORRELATIONS  AMONG  VARIABLES  FROM  SLEEP-ACTIVITY.  RECORD  AT  EIGHT  MONTHS 


*-      t    A.      %  J  _ ,       1-1-  _ 

Eight  Months 

Regularity 
of  Feedings 

Longest 
Night  of 
Sleep 

• 

Regul ari  ty 
of  Night 
Sleep 

Longest 

Day 

Sleep 

Regularity 
of  Day 
SI  eep 

Regularity 
of  All 
Sleep 

Night 

Awakenings 

Feedings  per  day 

-.30* 

-.31* 

-.24* 

-.16* 

-.16* 

- .  33* 

.24* 

Regularity  pf  feedings 

.14* 

.19* 

-.05^  „ 

.24*  ' 

.34*  - 

x-.28*< 

Longest  night  sleep 

.29* 

.04 

.05 

.43* 

-.38* 

Regularity  of  night  sleep 

! 

.13* 

.08 

.36* 

-.32* 

Longest* day  sleep      ,  ' 

.23* 

.08 

.00 

Regularity  of  day  sleep 

.53* 

-.11* 

Regularity  of  all  sleep 

i 

-.31* 

♦Kendall  Correlation  Coefficients;  p<.05;  N  =  130 
A=28,  E=1.4,  0=22. 


ERIC 
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CORRELATIONS  AMONG  VARIABLES  FROM  SLEEP  ACTIVITY  RECORD  AT  TWELVE  MONTHS 


Twelve  Months 

Regulan  ty 
of  Feedings 

Longest 
'  Night 
t>f  Sleep 

Regularity 
of'  Night 
Sleep 

Longest 
9  Day 
SI  eep 

Regularity 
of  Day 
Sleep 

Regularity 
of'  All 
Sleep 

Night 

Awakenings 

Feedings  per  day 

-.31* 

.19*  ' 

-.13* 

-.18* 

-.in 

-.20* 

.12* 

Regularity  of  feedings 

.14* 

.15* 

-.02 

.17* 

.25* 

-.18* 

•  Longest  night  sleep 

•  * 

.18* 

.10 

.42* 

-.44* 

.  Regularity  of  night  sleep 

.11* 

.20* 

.24* 

-.31* 

Longest  day  sleep 

.16* 

.16* 

-.19* 

Regularity* of  day  sleep 

'  .56* 

-.16* 

Regularity  of  all  sleep 

-.35* 

♦Kendall  Correlation  Coefficients:    p<.05;  N  =  112 
A=28,  E=l.-4,  0=25. 


CHAPTER  4 

INSTRUMENTATION  AND  FINDINGS: 
THE  ENVIRONMENT 

OVERVIEW 

\  , 

The  literature  review  produced  extensive  evidence  about  the  role  the 
infant's  environment  plays  in  all  areas  of  his  development.   The  yorks  of 
Bowlby,  Hebb,  and  others.in  the  1950s  called  attention  to  the  importance  of 
children's  early  environments.   Perceptual  deprivation  and  the  need  for  early 
perceptual  experiences  as  bases  for  later  learning  ability  were  the  fbd  for 
research  in  that  period.   More  recently  longitudinal  research  has  emphasized 
the  way  the"  environment  of  childhood  can  drastically  modify  the  effects  of 
initial  physical  or  developmental  status.   That  is,  premature  youngsters  or 
those  with  low  scores  on  developmental  tests  1n  infancy  exhibit  different- 
long-term  developmental  outcomes  depending  on  the  type  of  home  in  which  they 
are  raised. 

All  the  evidence,  past  and  current,  points  to  the  importance  of  being 
able  to  evaluate  the  developmental  environment.    In  essenr.e,  the  environment 
includes  all  experiences  encountered  by  the  child:    people,  objects,  places, 
sounds,  visual  and  tactile  sensations.   Yet  simply  talking  about  "the  environ 
ment"  sounds  much  too  global.   How  can  the  relevant  forces  within  the  en- 
vironment be  conceptualized  and  classified  so  they  can  be  operational 1  zed 
in  child  screening  and  assessment? 

Several  conceptual  systems  have  been  suggested.   The  most  workable  one 
is  that  offered  by  YarroW  and  his  associates  (Yarrow  et  aj_. ,  1975)'.  They, 
distinguish  between  the  "animate!.'  and  the  "inanimate"  environments.'  The 

'  m 

.4.1 


inanimate  environment  refers  to  the  objects  available  to  the  ehild  for  ex- 
ploration and  manipulation.   The  animate  environment  includes  the  activities 
of  the  caretaker  used  in  arousing  and  directing  the  young  child  to  the  ex- 
ternal world. 

Obviously  the  animate  and  inanimate  environments  overlap  jomewJ].at:»_si nee 
the  caretaker  may  provide  inanimate  stimulation  as  part  of  an  effort  to 
evoke  response  or  learning  from  the  child.    In  such  a  circumstance,  Yarrow 
considers  that  the  stimulation,  since  it  originated  from  the  caretaker,  is 
primarily  animate.    In  essence,  then,  animate' stimulation  covers  all  ex- 
periences thechild  encounters  coming     rectly  from  the  caretaker  (or  from 
other  people).    Inanimate  stimulation  covers  the  characteristics  of  the 
physical,  world  itself:    the  richness  and  variety  of  experience  available  to 
the  child  when  the  caretaker  is  not  present  or  does  not  provide  the  stimula- 
tion, "in  considering  the  environment  as  it  fnfluences  child  development, 
the  availability  of  appropriate  stimuli  js  only  part  of-the  picture;,  the __ 
other  part  is  the  interaction  with  the  available  environment.  It..cannot- 
be  overemphasized  that  the  nature  of  the  child's  environment  and  the  quality 
of  the  "give  and  take"  he  has  with  it  are  both  essential  ingredients  in  the 
developmental  process.   We  also  believe,  based  on  available  evidence,  that 
it  is  essential  to  achieving  predictive  evaluation,  i.e.,  the  ability  to  - 
identify  precursors  of  developmental  problems. 

Since  relationships  between  people  are  not  unidirectional,  the  import- 
ance  of  -.Inter? ctionaTlxchand? Is  particularly  pertinent  to  the  animate 
environment.    Each  of  the  participants  brings  to  the  interaction  habits, 
emotional  patterns,  or  individual  reaction  tendencies.    The  mix  of  the  two 
sets  of  habits  and  patterns  in  turn  affects  the  behavior  of  each,  until  the 

two  work  out  together  a  new  set  of  patterns  and  habits.   The  child  responds 

172 


to. what  is  done  and  offered,  and  that  response  in  turn  affects  the  way  in 
which  adults  approach  w..e  child  in  the  future  (Kennedy,  1973;  Thoman,  1975). 
The  child,  too,  initiates  interactions  by  demanding  care  or  attention,  or 
even  by  being  quiescent.   The  most  recent  literature  (Klaus,  1972)  has  era-' 
•  phasized  the  importance  of  very  early  mother-Infant  interaction,  i.e.,  im- 
mediately after  b,irth,  in  establishing  "bonding"  or ^attachment." 

Chapter  3„considered  some  of  the  characteristics  of  infants  and  the 
variability  which  is  evident  as  early  as  the  newborn  period.    Other  research 
'has  also  shown  that  as  early  as.  the  first  day  of  life  there  are  differences 
•  among  babies  on  dimensions  such  as  visual  alertness,  soothability,.  intensity 
of  drives,  and  other  aspects,  of  ^temperament..  The  infant  brings  these  charac- 
.  -  teristics  to  interaction  with  the  environment,  and  these  already  established 
behavior  patterns  influence  the  response  he  elicits.  — 

The  mother1  also  brings  a  host  of  already  existing  behavior  patterns .to 

/'  .  heMnteraction-with-her-chi-ld.-^Her-personality,  her  attitudes  toward  Hfe 

and  toward  her  baby,  the  degree  of  turmoil  in  her  life,  her  health,"  and  her 
expectations  of  the'lnfant  also  enter  into  how  she  approaches  interaction* 
with  her  chifd.    Because  of  their,  importance,  maternal  perceptions  and  life 
circumstances  jtre  treated  in  separate  chapters.  1 

One  of  the  characteristics  which  has  had  the  most  research  attention  in 
mother-child  interaction  is  education  or  socioeconomic  status.    For  example, 
middle-class  mothers  tend  to  give  rationales  more  often  with  their  instruc- 
 tions  to  tnerFclnld,  use  more  praiseTorient  "the  chT  1'dTd "a  task  with  more " 

...  u 

^When  we  use  the  term  "mother-child  interaction"  it  is  not  to  imply  that 
the  mother  is  the  only  critical  adult.   All  caretakers  and  all  other  adults 
are  important,  though  the  mother  is  usually  the  most  frequent,  and  hence  the 
most  crucial  one. 
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care,  and  give  more  helpful  specific  feedback  to  the  child  about  the 
correctness  of  his  actions.   Less  well-educated  mothers  more  often  use  what 
Hess  and  Shipman  have  called  an  "imperative"  style,  1n  which^the  mother  con- 
trols the  child's  behavior  through  appeals  to  social  norms  Of  to  power  and 
authority  Xl'You'll  do  that  because  I  say  so,"  or  "Teachers  don't  like  child- 
ren who  do  that-")   Mothers  with  more  education  are  more  likely  to  Use  either 
nhe  "personal-subjective"  style-,  in  which  the  mother  appeals  to  feelings, 
preferences,  or  personal. considerations  (e.g.,  "You  hurt  your  sister's  feel- 
ings when  you  say  things  like  that")  or  a  "cognitive-rational"  style,  in 
which  the  mother  shows-  the  consequences  of  .the  child's  actions  or  emphasizes 
a.  long-term  goal  dr  gain,  or  explains  the  reasons  for  a  rule  or  a  demand. 

-Although  most  of  the  research  on  maternal  interactional  styles  has  been 
done  with  preschool" age  children,  there  is  evidence  that  mothers  as  they 
interact  with  their  infants  as  young  as  9  months. of  age  show  the  same  types 
of  differences.   Better  educated  mothers  use  morevpraise,  less  criticism, 
'  and  more  careful  orientation  of  the  infant  to  the  task.    In  most  instances 
we  do  not  know  whether  the  mother's  style  and  assumptions  about  the  child 

.  were  present  even  before  the  birth  of  the  child,  or  whether' her  style  of  

interaction  developed  as  a  result  of  her  encounters  with  the  child  after 
birth.    It's  hard  to  believe  that  it  could  be  the  latter,  however,  since  ■ 
there  is  very-little- Indication  that  the  infants  bom  to  less  well-educated 
mothers  tend  to  differ  as  a  group  from  thl)s~e"bWri~tb~b"et"ter  educated  mothers, 
"individual  infants  bring  their  own  response  tendencies;  the  Infants  of, the 
less  educated  mothers  as  a  group  are  not  similar.   All  of  this  makes  more 
tenable  the  assertion  that  the  well-  ancf  poorly-educated  mothers  differ  from 
the  very  start  in  style  of  interaction,  control  techniques,  and  assumptions 
about  children's  capabilities. 


\  -Studies  which" examine  maternal  behavior  patterns  more  deeply  do  provide 
potential  explanations,  for  the  consistent  relationships  between  demographic 
variables,  such  as  education,  and  developmental  outcomes.   They  provide  in- 
creased insights  into  possible  care  activities  which  can  optimize  that  inter- 
action between  children,  and  their  environments  often  lacking  in   the  more  global 
relationships  w\th  social  class  factors.    But,  even  if  etiological  interaction 
behaviors- are  defined,  is  it  realistic  to  anticipate  changing  them? 

Many  attempts  have  been  made  to  change  maternal  behavior  and  assess  the 
subsequent  effects  on  the  child.   These  have  largely  been  with  preschool  child- 
ren and  have  focused  on  improving  cognitive  functioning.    Experimental  condi- 
tions such  as  using  "toy  demonstrators"  who  visit  the  home  and  show  the  mother  , 
how  to  provide  a  variety  of  stimulation,  or  bringing .mothers  together  in 
groups  for  similar  instruction,  have  resulted  in  higher  child  IQs.    While  ; 
these  studies  do  not  indicate  which  maternal  behaviors  are  critical  or  which/ 
ones  changed  to  produce  the  effect,  they  are  valuable  through  offering  evidence 
that  interaction  patterns  are  somewhat  maleable.^ 

Other  types,  of  research  have  provided  more  specific  evidence  about. the 
characteristics  of  the  snvironment,  both  animate  and  inanimate,  which  are  . 
important  ;fbr  healthy  child  development.    Relevant  animal  studies  have  focused 
on  the  effects  of  stimulus  deprivation  while  varying  the  amount  of  stimulation. 
Certain  points    "  summary  from  the  animal  literature  on  the  rat  seem  germane: 
a)   some  basic      imum  amount  of  handling  stimulation  is  required  during  early 
infancy  to  stimulate  the  growth  of  the  endocrine  system;  b)  the  effect  of 
handling  is  much  greater  during  the  neonatal  period  (equivalent  to  the  first 
month  of  human  life);  c)  rearing  in  a  restricted  stimulus  environment  affects 
later" learning  ability  and  the  positive  impact  of  an  enriched  environment  is 


greater  when  exposure  occurs  immediately  after  weaning.^  So  both  the  amount 
and  the  timing  of  environmental  stimulation  may  be  of  particular  importance. ' 
&'  Studies  of  institutionalized  children  Iprovide  grounds  for  generalizing 
^th^ef^ectS-_of  varied  amounts  of  environmental  stimulation  to  humans.  Atten- 
tional  behaviors,  such  as  visual]y  directed  reaching,  have  been  observed  to 
occur  more  rapidly  for  infants  provideaSrith  extra  visual  anji  tactile  stimu- 
,\lation.   Other  findings  have  strongly  suggested  that  it.  is  possible  to  overdo 
"the  amount  of  stimulation;  providing  "massive  enrichment,"  exposure  to  fre- 
quent high  decibelN  noise,  and  a  high  level  of  activity  in  .thk  home  have  been 
related  to  negative  cognitive  and  physical  outcomes  for  children.   From  this  % 
eviaence  we  may  conclude  that  the  total  'amount  of  stimulation^ does  matter, 
but  What  we  are  dealing  with  a  continuum  in  which  optimum  levels  of  stimulation 

lie  in  the  middle.    Either  too  much  or  too  little  stimulation  can  be  detri- 

\  ■    ,  '  ■  \  ■ 

mental) .  . ,'  .  A  ' 

"...  \  .  ?  /\ 

fior  the  inanimate  environment,  Yarrow,  Rubenstein,  Pedefsen\and  Jankowski 
■ .  *  '  \ 

(1972). have  offered  what  seemed  to  us  to  be  a  more  fruitful  approach' than 

\ 

simply  Considering  the  amount  of  -Stimulation.   They  use  three  dimensions: 

~(T)~vaTi etyT~~the- number  of  di f f erent^objects-aval  labl e-to~th enchttdr"(2 )" 

■    -  '  I     ;  ■  •  \ 

responsiveness:    an  index  Of  the  feedback  potential  inherent  in  objects,  and 

(a)  complexity:   the  extent  to  which  objects  provide  information  through  vari- 
ous modalities.    Clearly,  it  is  possible  for  one  home  environment  to^be  high 
-variety,  but  low  in  responsiveness  or  domplexityjianother  may  bjeJhjjjfLjn  ,1 

\  °  '  -  \  ; 

complexity,  but  low  in  Variety.  •    ■«  \  / 

*  i  '  '.'/." 

Other  investigators  have  devised  methods  for  assessing  "the  qualityof 

\  '    -  \' 

the  home  environment  which  include,  both  animate  and  inanimate  stimulation 

fe.g..,  Caldwell,- 1971).    While  the  methods  of  classifying  the  environmental 

iimensions  differ  across  investigators,  the  collective  findings  in  relation  - 


to  child  developmental  outcomes  reiterate  the7 value* of  environmental  assess- 
ment as  a  major  emphasfs  of- this  project      ;  - 

As  we  approached  the  instrumentation  of  the  environmental  assessment,  w 
had  several  aims:  . 

a)  To  include  both, the  animate  and  inanimate  environments. 

b)  To  structure  the  methods  tested  enough  to*  take  advantage  of  classi- 
fications in  previous  studies',  yet  to  be  flexible  enough  for 
meaningful  modification  based  on  the  findings. 

c)  To  test  different  techniques  in  order  to  determine  those,  most 
efficient  for  the  purpose.  I 

♦ 

d)  To  place  major  emphasis  on  feasible  assessment  of  maternal-child 
interaction  including,  maternal  behaviors,  infaritj>ehavWs,  and  • 
the  ability  Jto^identify  evolving  reciprocal  patterns  of  the  two. 

In  this  chapter,  maternal -child  interaction  will  be  discussed  first.  A 
general  inventory  of  home  stimulation  is  presented  next,  followed  by  miscel- 
laneous measures  of  specific  aspects  of  the  inanimate  environment. 

^A  summary  of  all  the  environmental  variables  is  given 'in  Appendix  4.1. 
Fc"  easy  reference  it  shows  the  basic\omposition  of  the  variables  and.  the 

* 

meaning  of  the  direction  of  the  scores. 

INSTRUMENTATION  FOR  MATERNAL-CHILD  INTERACTION' 
In  evaluating  thi,s  important  area  we  did  not  want- to  rely  on  responses 
to  questioning,  that  is,  on  the  mother's  perception  of  the  maternal-infant 
relationship.    We  wanted  a  more  direct  means  of  measurement.  'Since  the 
variables  of  interest  were  behavioral,  this  meant  utilizing- an  observational 
technique.    Yet  behavioral  observation  presents  certain  pitfalls,  especially 
as  it  relies  on  observer  interpretation.    Other  investigators  currently 
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studying  maternal -Infant  interaction  attack  this  probOenrby  taking  large 

'■/"*■ 

samples  of  behavior  (several  hours  or  days)  which  require  extensive  personnel 

resources  and  us'e  lengthy*  exhaustive' behavioral  jcqdes..  Obviously  this  War 

not'an  option  open  to  us  in  'developing  methods  for  use  in  care  settings,  fln 

alternative  to  complicated  behavioral  counts  was  necessary.    In  giving  up  the  . 

structure,  of  more  complex  information-gathering  methods',  we  realized  that  the 

training  and  perspective  of  the  ^server  plays  a  proportionately  gVeptpr  .ro-ie 

in  the  quaM'ty'of  the  data.   Thisj  problem  did  not  seem  insurmountable,  however, 

since  we.  a] ready  knew ^hayt^aS^bsjbantfal  orienting  educat.onal  component  would""  , 

be  required  if  the  methods,  develooed  were  truly  "to  baring,  something  new  t;o  tra-. 

^ditional  assessment  .practices.  ♦  We  also  realized  that  inter-rater  reliability^ 

,  .  •         .         *       ;        *  '         .   * .  ,  '  \ 

would  be  an  important  "aspect  of  testing  the  methods.,  j 

In'  developing  the  .scales  for  rating  materhal-infantyint^raction,!^:  ^ 

utilized  the  t.slp  of  consultants  fromidifferent  parts  fif  the  cpuntrywhp  had 

V    *  «■  [.        •  -4     .     •  * 

gained  experience -through  their  own  jrel ated* studie^:  The .decision -was  made 

to  develop  Scales  for  two  different  types  of  interaction:   a) -an  episode 
during  which  the  mother  would  teacTiXhe  infant  a  task,,  and  b)  a  feeding 
session  during  which  the  mother  would  fol.low.the  routine  she  typically  used 
for  the  c\rent  age  of  the  child.  •'  . 

*  Defining  the  fsedir.g  and  teaching  episodes  for  observation  offered  several 
advantages.'  These  .are  easily  identifiable  units,  for  each  episode  has  a  begin- 
ning  and  an  end.  ^Such  unit* ,  moreover;  having  been  use<Mn  ear4-iei=-stud4es^  


4^    gave  us  a  chance  to  build  upon  the  findings  of  previous  observers.   All  in  a-11., 
'  "they  off erdd -the  best  possible  material  from  which  to  learn  about' the  ea  liest 
signs  of  the  child's  individual  characteristics,  the  mother's  response  to  him,- 
and  the  developing  interaction  between  the  two.   They  .helped  us  work  toward 
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answers  to  such. questions  as  these:  '  What  contributes  to  a  normal , healthy  j 
mother-infant  relationship?   What  part  does  the  mother  play,  and  what  part  j'  . 
does  the  infant  play?   Given  the  chjild's  individual  biological  arjd I  environ- 
mental differences,  what  kindW  reciprocal  interaction  takes  place?  We  hope 
ultimately  to  identify  interactive  patterns  in  the  first  year  of  life  which. 

will  be  of  predictive  value  and  will  suggest  beneficial  ..preventive  care  alter- 

__:   i  i  . 

natives.  .  °  -,  ■ 

The  feeding  situation  plays  a  central  role  in  the  early- association 

<  *> 

i 

between  mother  and  child,  and  the  opinion  has  been  expressed  (Brody,5  1956), 
\that  behavior  during  feeding,  serves  as  a  model  of  the  mother's  overall  be- 
havior  toward  her  infant.  ;  Gesell  (1937,  p. 6)  concluded  that  ^ the  feeding 
-behavior  of  the  infant-is- perhaps  the  most  inclusive  and  informative  single 
indicator  of  his  personality."   The  feeding  situation  is     very  natural  one 
in  which  to  assess  communication,  bonding,  and  the  responsivenss  of  the 
mother  and  infant  to  each  other. 

— -  —  *  y 

the  teaching  process  shares  some  of  the  same  advantages  but  focuses 
more  on  the  mother's  style  of  stimulating  the~infant..to _l_earn.    Since  it" 
.  requires  less  time  to  observe  than  an  entire  feeding,  it  is  more  feasible. 
^>In  addition  Jt_jsjnore  .flexible  as  to  the  timing,  in. that  one  doesn't  have 
to  work  around  a  feeding  schedule.   While  teaching  is  not  as  natural  a  situa- 
tion as  the  routine-feeding,  it  does  tap  orientation  toward  achievement  and 
the  infant's  response. 

First,  the  conceptual  categories  or  dimensions  to  be  measured  were  out- 
line^.  Then  for  each  category,  items  were  designed  with  defined  scale  points. 

Teaching  °  -  ™ 

Ratings  of  the  teaching  task  (Appendix  4.2)  consist  of  24  five-point 

H79 


\scales,  15  referring^to  the  mother  and  9  to  the  infant.  They  were~cfesigned 
Vo  cover  several  important  aspects  of  behaviors      j  \ 

-  initial  state  of;i.nfant:   the  circumstances*  with  wh\ch  the  mother 


has  to  work  when  she  starts,  teaching  her  infant  a  tasic. 

.1  '     <  \ 

-  Teaching  style:    th'e  mother's  strategies  such  as  modeling,  physical 

guidance  or  forcing;  her  timing,  and  sensitivity" to  the\  infant. 

-  Affect:    the  mother '<s  comfort  and  the  infant's  pleasure  or  dis- 

pleasure.  „  \ 

•  \ 

-  Responsiveness:-  the  type  of  feedback  the  mother  gives,  the  infant's 

__jnvolvement,  e.g.,  the  intensity  and  duration  of  hrs  attention,  and 
other  responses  such  as  vocalization.  \ 

-  Management:    the  mother's  ways  of  facilitating. the  child's  perfonn- 

S  \ 

ance  through  positioning  the  infant  and  the  materials.  i 

The  general  purpose  is  to  observe, how' the  mother  structures  the,  learning 

situation,  how  the° infant  responds,  and  the  type  of  feedback  the  mother  pro- 

'  i 

vides.   As  in  studies  of  older  children,  the  reason  for  observing  mothers  and_ 

• '       •        -  i 

infants  during  the  teaching  situation  is  to  explore  the  ways  in  which,  mothers 

I  ' 
|  anVifiildren  relate  to  one  another  in  teaching  and  learning  situation?,  to  see 

whether  those  relationships  are  connected  in  any  way  to  the  child's  later 

functioning  in  school  and  in  other  intellectual  tasks.  'So  far  there  has  been 

no!  comprehensive  study  which  describe^  maternal -infant  teaching  interaction 

j 

asLearly  as  infancy,  shows  changes  during  longitudinal  developmental  stages, 
.and  examines  relationships  to  developmental  outcomes. 

j 

L  Six  of  the  scales  involve  interactive  behaviors,  i.e.,  behaviors  of 
teither  mother  or  infant  which  are  in  part  dependent  upon  the  behaviors | of  the 
other  member  of  the  pair.   The  remainingT8~scaTes  are  considered  descriptive 
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of  ongoing  behaviors  and  focus  only  upon  one  member  of  the  pair.   Most  of 
the  scales  are  bared  upon  implicit  frequency  counts,  such  as  "never,"  "less 
than  half  the  time,"  ate,  with  low  ratings  meaning  little  of  the  behavior 
and  high  ratings  indicating  a  great  deal.   A  few  items  have  alternatives 
which  differ  qualitatively  from  each  other.   The  items  differ  in  the  scope 
of  the  behaviors  they  measure;  for  example,  contingent  positive  feedback 
involves  specific  behaviors,  while  sensitivity  .is  a  more  global  rating  of  the 
mother's  style  of  .interacting  with  the  child.    All  items  are  scored  after  the, 
completion  of  the  teaching  task. 

The  mother  is  asked  to  teach  her  child  two  tasks.  They  are  adapted  from 
the  Bay ley  scales:  one  is  appropriate  at  the  age  plus  .5  months  level  (easy) 
and  the  other  is  1.5  to  2.5  months  in  advance  of  the  age  level  (hard). 

Observation  of  the  teaching  process  was  made  in  the  home  when  the  infant 
was  1  month,  4  months,  8  months,  and  U  months  old.    If  both  mother  and  father 
and/or  another  caretaker  were  present  at  the  time  of  the  home  visit,  the 
 choice  of  which  caretaker  was  -to  do  the/teaching  task  with  the  baby  was  based 

a  'oh  which  person  cared  for  the  child  more  than  60%  of  the  time.   The  home 
visitor  presented  the  tasks  in  succession  at  the  time  when  the  infant  was 
alert  and 'the  caretaker's  attention  to  the  infant  was  appropriate.  Occasions 
arose  when  the  tasks  were  interspersed  with  the  maternal  interview.    If  a  task 
was  interrupted  for  any  reason,  diaper  change,  telephone,  etc. ,  an  alternate 
cask  was  given  to  the  mother  to  teach  the  baby.   The  length  of  time  spent  on 

'    each  task  was  determined  by  the  mother.   The  home  visitor  instructed  the 
mother  as  follows: 

I  have  two  tasks  I  would  Tike  you  to  help  to  learn.  You 

can  do  this  in  any  way  that  you  like.   You  may  position   ,  - 

•  in~any-way-i:hat  youH-ike-  and  -take-as  -much-time  as-you-w-ish._  Just  Jet — 
me  know*when  you  are  finished  with  the  first  task  and.  then  I  will 
take  .a  few  notes  and  give  you  the  second  task. 


«    *  f 

J   

; 

Following  the  task  that  was  in  advance  of  the  infant's  age,  reassurance 
was  offered,  such  as:    "You  both  did  very  well.   The  second  task  was  in  advance 

0 

of  your  infant's  age." 

At  the  completion  of  each  task  th„e  home  visitor  would  rate  the  maternal 
and  infant  behaviors  that  occurred;  a  manual  and  score  sheet  were  used. 

Table  4.1  shows  the  length  of  time  mothers  used  to  teach  the  tasks  at 
the  different  ages.   As  has  been  stated,  the  mothers  themselves  made  the 
•"  decision  abjut  the  length  o*  the  observation.   Some  persisted  longer  than 
others  in  trying  to  achieve  success,  and  some  continued  to  try  for  more  than 
one  successful  task  completion.    In  general,  the  harder  task  was  loni,.  ,  but, 
with  few  exceptions,  the  maximum  length  for  either  task  was  less  than  seven 
minutes.    On  the  average  the  observer  time  required  for  this  assessment 
ranged  from  about  one  to  three  minutes. 

Since  the  interaction  scales  represent  the  first  attempt  to  rate  be- 
haviors in  these  types  of  situations,  the  staff  spent  considerable  time  in 
sessions  aimed  at  clarifying  the  scale  items  and  increasing  observational 
skills  o*  the  home  visitors  prior  to  the  start  of  the  study.    An  item  analy- 
sis of  iu^.  -rater  reliability  prior  to  January,  1974,  r    vided  direction 
fo^/which  items  needed  clarification.   Throughout  the  home  data  collection-, 
*      Nlual  observations 'were  made  which  permit  interobserver  reliability  analysis. 
Observations  using  interaction  "scales  were  also  made  for  the  special  cohort 
families  and  videotaped  at  the  Child  Development  and  Mental  Retardation 
Center.   This  permits  reliability  checks  on  the  behaviors  over  time.  While 
other'effects  are  not  held  constant,  e.g.,  the  natural  home  environment  ver- 
sus the  bright  lights  required  for  filming,  we  thought  it  important  to  see 

 wither  theslToDs^v?tioT^ 

and  infant.   This  opportunity  to  videotape  also  provided  a  record  of  earlier 


TABLE  4.1 

PT^TPTRIITTON  PiF  SUBJECTS  BY  LENGTH  OF 


TEACHING  OBSERVATION" 


Aae  and 
Task 

Lenath  of  observation  (minutes) 

Mean 

Median 

4.1 

1 

2 

3 

4 

5-7 

8-10  12-15 

1  Month 

• 

N=193 

2.8 

Task  I 

100 

25 

29  ' 

13 

6 

19 

0 

•  2.2 

Task  II 

1  1  0 

1 7 

23 

15 

6 

17 

2 

6 

3.1 

•2.5 

4  Months 

N=l  74 

i  1.0 

1.6 

Task  I 

29 

70 

45 

16 

3 

11 

1 

0 

Task  II 

35 

49 

.36 

25 

13 

12 

4 

•  0 

2.5 

2.1 

8  Months 

N=162 

1.6 

1.2 

Task  I 

*  8 

103 

28 

V  15. 

4 

3 

1 

0 

Task  II 

16 

46 

64 

22 

10 

2 

1 

1 

2.2 

1.9 

12  Months 

0- 

N=l  59 

.1.  _ 

1 

2.1 

1.7/? 

.  Task  I 

4 

64 

-  55.. 

20. 

6 

...8__ 

Task  II 

8 

33 

65 

29 

3 

14 

4  ■ 

3 

2.7 

2.2 
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behavior  should  it  be  helpful  in  later  revision  of  the  scoring  methods .  

The  reliability  findings  are  discussed  later  in  this  chapter 

The  variability  of  the  items  for  the  newly  developed  instruments  was  of 
major  interest.    Criteria  for  eventual  revision  or  refinement  to  improve 
variability  were  defined:    1)  all  scale  points  should  be  used  once,  prefer- 
ably four  or  five  times,  2)  no  scale  point  should  include  more  than  50  per- 
cent of  all  subjects  except  when  scale  points  mean  none  or  never,  3)  no  two 
scale  points  at  the  extremes  should  include  more  than  60  -percent  of  the  sub- 
jects except  when  these  scale  points  mean  none.   The  distritutions  show  that  . 
not  al.l  of  the  teaching  scale  items  meet  these  criteria;  there  are  several 
alternative  reasons  which  might  explain  why..  The  variability  may  be  a  func- 
tion of  the  age  of  the  child  (e.g.,  differences  of  intensity  between  1  and 
4  months),  of  a  lack  of  heterogeneity  in  the.  population  studied,  of  a  floor 
or  ceiling  effect,  of  observer  preference  for  certain  scale  points,  or  of 
the  actual  limitation  of  meaning  Huilt  into  the  scales.    This  first  longi- 
tudinal  experience,  using  the  scales  will  be  helpful  in  highlighting  revi- 
'  sions  needed,  especially  in  term?  of  predictive  validity.   There  will  also 
be  a  need,  however,  for  further  empirical  testing,  particularly  with  differ- 

i 

ent  and  more  diverse  populations. 

♦  An  overview- of  the  distributions  for  the  teaching  items  shows  that  they 

1 

•  conform  to  what  one  .might  ex/pect  developmental ly  on  the  part  pf  the  infants. 
At  1  month  they  tende°d  to  be  moderately  interested  in  the  task,  somewhat 
'alert,  with  very  little,  if  any,  vocalizing.   Their  activity  was  at  a 


^Appendix  4.3  shows  the  distributions  of  infants  and  mothers  by  the  items 
and  values  of  the  teaching  scales..   The  distributions  are  presented  in  per- 
cer.tages  so  comparisons  can  be  made* more  easily  across  time  points  when  subject 
Ns  vary.    Scale  points  are  from  low  "1"  to  high  amounts  of  behavior,    5  with 
the  exception  of  displeasure  which  is  in  the  opposite    Section,  5=no  dis- 
pleasure and  l=a  lot  of  displeasure. 
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inimunK~confined  to  head. and  arm  movement.   Similar  behaviors  occurred 


with  the  more  difficult  task,  although  the  babies  were  less\Iikely  to  be 
successful  with  this  task.  \^ 

\ 

With  Increasing  age  there  was  more  consistency  in  the  infant  behaviors 


\sk,  ^in 


and  so  less, variability  of  scale  values.   For  example,  on  the  easy 
contrast  to  1  month,  the  infants  tested  at  4,  8,  and  12  months  were  more 
alert;  they  focused  on  the  task  for  greater  lengths  of  time  with  more  in- 
tensity.  More  responded  to  mothers1  task-help,  as  well  as  vocalizing  more 
and  having  greater  success  in  completing  the  task.   We  would  expect  such 
changes  to  occur  on  the  basis., of  developmental  processes.   At  the  older  ages 

•the  child  is  capable  of  much  longer  periods  of  alertness,  actively  exploring 
his  environment  visually  or  motorically.  His  relationship  to  his  mother  has 
been  defined  by  .4  months  of  age  as  his  energies  are  more  directed  to  his  ex- 
ternal  environment. 

The  distributions  of  maternal  behaviors  on  the  teaching  tasks  provide 
interest!'    insights.   Mothers  of  1-month-old  infants  provided  positive  feed- 
back for  Jieir  infants'  efforts  more  frequently  or,  the  easy  task  than  on  the 

'  hard.   Mothers  at  1  month  were  still  learning  about  their  infants1  needs  and 
cues  in  the  teaching  situation  and  therefore  did  not  position,  the  infant, 
manage  the  materials',  or  time  the  presentation  of  the  task  as-well  as  when 
their  children  were  older.    They  also  used  a  variety  of  techniques  to  assist 
ctheir„  infants'  learning,  such  as  forcing  and  physically  guiding  the  infant 
to  complete  the  task.   With  the  more  difficult  task  at  this  age  mothers  were 
less  positive,  perhaps  because  the  infants  were  less  successful  or  because 
the  harder  task  was  more  of  a  challenge  for  the  mother  to;  ceach.   The  mothers 
used  fewer  techniques  to  assist. the  infants  to  learn  the  hard  task;  as  seems 
logical,  they  mainly  used  physical  guidance. 


By  4  months  (on  the  easy  task)  mothers  seemed  to  be  more  aware  of  their 
infants'  needs,  for  they  managed  the  babies'  positions  and  materials  better. 
Their  timing  and  sensitivity  improved,  and  praise  outweighed  discouragement. 
Again,  on  the  more  difficult  task  praise   -  positive  feedback  was  less 
frequent.  y 

On  the  8  and  12  month  easy  task  mothers  tended  to  use  less  positive 
feedback,  than  at  1  and  4  months;  the  only  point  where  negative  feedback  ex- 
ceeded positive,  however,  was  on  the  8  month  hard  task.   The  8  month  hard 
task  also  showed  other  differences:   mothers  used  more  forcing,  guiding,  or 
demonstrating;  their  timing  and  sensitivity  was  less  in  tune  with  the  in- 
fants; and  they  allied  little  exploratory  behavior.   These  differences  may- 
be accounted  for  in  part  by  the  fact  that "many  changes  had  taken  place 
developmental ly.   The  infants  had  become  far  more  mobile,  explored  more  with 
their  hands  and  mouth,  and  were  less  able  to  be  involved  in  an  activity  for 
any  length  of  time.    The  differences  may  also  be  accounted  for,  however,  by 
the  specific  hard  task  at  8  months,  i.e.,  drawing  a  line  with  a  crayon.  Many 
mothers  understandably  did  not  feel  free  to  permit  mouthing  of  the  crayon' 
and  did  not  want  marks  elsewhere  than  on  the  paper  provided. 

Data  Reduction  for  the  Teaching  Scales.    As  described  earlier,  the 
teachinq  scaTes  originally  consisted  of  24  items,  15  maternal  and  9  infant 
behaviors  that  were  scored  on  a  five-point  scalec.   The  24  items  were 
developed  to  reflect  theoretical  categories  from  the  literature,  but  in 
this  developmental  stage  we  did  not  want  to  make  assumptions  about  the    -  • 
underlying  dimensions  if  they  could  be  tested  empirically.   We  also  wanted 
the  systematic  assessment  to  be  as  reliable  a  picture  of  teaching  behavior 
as  possible;  the  reliability  would  undoubtedly  be  enhanced  if  the  items  were 
used  in  some  composite  form  rathef  than  singly. 

is*?   .  ■ 


Our  first  step  in  data  reduction  was  to  examine  correlations  between 
items.   The  impressions  for  feasible  grouping  of  items,  were  then  reinforced 
by  factor  analysis  (SPSS  varimax  ^orthogonal  rotation  method).   We  considered 
loadings  on  all  factors  at  a  fairly  high  criterion  level  at  this  preliminary  , 
sta^.1   We  realized  that  these  factor  analysis  findings  should  not  be  ac- 
cepjej_as_final ly  definitive  in  the  development  of  this  instrument;  the  lac< 
of \ari ability  on  some  items  and. the  particular  nature^ of  our  population 
wouli  influence  the  results.    This  was  a  helpful  first  step,  however,  in 
looking  at, covariance  between  items  at  the  different  time  points,  and  at 
the  patterns  across  .time  points'. 

Using  both  the  factor  analysis  and  our  conceptual  base  developed  earlier, 
we  defined  variable  sets  for  the  teaching  scale.   We  wanted  these  sets  tb  be 
clinically  useful  in  desu-ibing  strengths  and  weaknesses  in  the  interactive 
behavior.   We  also  wanted  them  to  be  amenable  to  professional  education  for^ 
better  understanding  of  mother-infant  interaction.   These  are  shown  in 
Table  4.2  for  the  easy  °task  and  in  Table  4.3  for  the  hard  task,  along  with 
the  number  of  the  factor  on  which  each  item  loaded.    For  example,  at  1  month, 
items' 3,  6,  7,  and  9  loaded  on  the  first  factor  for  the  easy  task.   These  are 
all  infant  items,  and  "readiness  to  learn"  seemed  to  best  describe  this  set 
of  behaviors.    At  1  month,  items  that  loaded  on  factor  two  included  "positive 
feedback"  and  "affection,"  which  comprise  the  set '"positive  messages."  Along 
with  these  another  item,  "verbal  style,"  also  loaded;  it  did  not,  however, 
make  good  conceptual  sense  to  place  it.with  the. others  in  "positive  messages. 
TheYe  were  other  items  which  did  not  load  or  did  not  fit  the  conceptual  sets 


— Hhe  factor  loadings  are  shown  in  Appendix  4.4. 


TABLE  4".2 


TEACHING  OBSERVATION  -  EASY  TASK 
NUMBER  OF  FACTOR  POSITION  ON  WHICH  ITEMS  LOAD*  BY  SUBJECT  AGE 


Items  and  Clusters 

1  month  I 

 j  r-j  1  

4  months  '      8 months  I      12  months- 

:  MATERNAL 

POSITIVE  MESSAGES 

10.    Positive  Feedback 

23.  Affection 

2 
2 

2      -            2                '    3  - 

2                  2                   3    '     ,  . 

negative  Messages 

11.    Negative  Feedback 
.  ,24.  Disapproval 

6 

•  -  6 

4  ...5;4 
4  1 

TECHNIQUES  .* 
~-    '      -  12.    Modeling  t 

15.  "  Directions 

16.  Forcing 

17.  "Physical  Guidance 

7 

4 

/  4 

7i  4 

7;  5 

FACILITATION 

13,  Management  of 
*  Materials 

14.  Positioning  Infant  - 
18.  Timing 

21.  Sensitivity 

5 

5  . 

5 

5 

..   t_ 

1 

"5        '3          vJ  2 
■    5        ■     3             i  2 
15  1 
5 

 m  r  ..  .1  ■  

INFANT 

READINESS  TO  LEARN 
3.Attentiveness  Task-Help 
6. Intensity  Involvement 
7. Duration  Involvement 
9. Alertness. 

 -  1  ■  J" 

i     *  * 

•  i 

1  ! 

■1  ■•     '  h  I 

1           11   3  ; 
1           ;i  ! 

1  113 

,  i  f 

1 
i 

1  ' 
1     ■     -      11         .  .  ' 
1  7^ 

1                       6  ;1 

4                          7  . 

INDEX  SCORES  OF  INTEREST 

,  MATERNAL 

19.  Exploratory 
-  20.  Comfort 

22.    Style  of  Jnteractior 
(verbat'vs.  nonverb ] 

INFANT 

1.  Initial  state 

2.  Displeasure 
4.  Verbal 

5:   Succes?  • 
.8.  Activity 

.  ■*  ■            '       ~.            1  1 

*                       i             '  \ 
1 

t  ; 

i.     -  e 
M 

1  2        \-  2 

i              ■    !          •  " 
1  ; 

•:    3        1  " 

!  1 

.3           |       3  ' 

1  f 

» 

•  i 

i 

7 

4 

5 

1 

4 

4  ; 

6 

7 

1 

6 

♦Criterion  used  for  . level  of  loading  is  .48.* 
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TABLE  4.3  / 

TEACHING  OBSERVATION  -  HARD  TASK 
NUMBER  OF  FACTOR  POSITION  ON  WHICH  ITEMS  LOAD*  BY  SUBJECT "AGE 


Items  and  Clusters 


MATERNAL  L 

POSITIVE  MESSAGES 

10.    Positive  Feedback 

23.  Affection 


negative  messages  

11.  Negative  Feedback 
24.    Dis approval 


1  month 


4  months 


4 
4 


8  months 


12  months 


TECHNI5U 
27^iodeling 
15.  Directions 
16".  Forcing 
17.    Physical  guidance 


6 
6 
6 


5 
5 


5' 


FACILITATION  . 

13.  -  Management  Materials 

14.  Positioning  Infant  ! 


18. 
21. 


Timing 
Sensitivity 


1 


5 
5 


2 
2 


3 

2  3 


•2 
2 


6. 


-V 


1NFANT        »  ! 

.  READINESS  TO  LEARN  : 
3.Attentiveness  Task-Help  l 
6. Intensity  Involvement  \ 
7. Duration  Involvement  .  I 
9. Alertness  *    *  l 


•l 
I 
I 

;  l 


INDEX  SCORES  OP  INTEREST 

MATERNAL 

19.,  Exploratory 
20.  Comfort 

22.    Style  of  Interaction  . 
(verbal  vs.  nonverb) 

INFANT 

1.  Initial  State 

2.  Displeasure  1 

4.  Verbal 

5.  Success  1 
'8.  Activity 


♦Criterion  used  for  level  of  loading  is  .48. 
1  •>        4.19  l8$ 


/■ 


(shown  on  bottom  of  Table  4.2);  they 'were  thus  not  included.   They  were  not; 

discarded,  though,  at  this  developmental  stage  but  Were  retained  for  analysis 

r.  '/ 

as  individual  items.  '      .        '  7 

The  five  ''clusters  actually  depict  the  teaching  process  quite  nicely: 
the  way. in  which  the  mother  structures  the  teaching. situation  (techniques  arid 
facilitation),  how  the  infant  responds  (readiness , to  learn),  and  the  type  of 
feedback  the  mother  provides  (positive  or  negative  messages).-  - 

The  variable  sets  which  define  maternal  behavior  during  teaching  are:  j 
1)   Positive  message  including  both  the  amount  of  contingenVpl^itive 
feedback  iand  the  amount  of  affection  displayed  toward  the  infant |during  tty 


session.    Contingent  positive  feedbackrefers  to  the  verbal  ("Godd.  for  ypu! 

j  \  j  . 

That's  right")  or  ncn-verbal  (hugging,  pattinr,  or  smiling  at  infant)  be- 
havior which  is  clearly,  approving  of;  something  the  infant  has  just  done-- 
compatible  w^th  the  teaching  process.   Affection  involves  the  mother's  us(e 


ERIC 


of  verbal  and  non-verbal  messages  of  pleasure  given  directly  in  such^a way  8s 

I  -  y  I 

to  be  perceived  by  her  infant.  / 

'    2)   Negative  message  consists  of  both  the  amount  of  contingent  negative^ 

feedback  and  disapproval  shown  the  infant  by  the  mother.    Contingent  negative 

feedback  refers  to  the  verbal^ "No*  -that's  wrong,"  uDon|t  do  that")  or  non- 

verbal  (slapping,  spanking,  taking  the  Infant's  hand  or  taking  materials  from 

mouth  or  hands)  behavior  following  infant  task- inappropriate  behavior.    In-  . 

:h1bi^ing  the  infant's  behavior. is  also  considered  negative  feedback.  Pis- 

approval  on  the  other  hand*  involves  messages  of  displeasure  with  the  infant,- 

verbally  ("You're  sure  dumb")  or  non-verbally  (scowls,  sighs  loudly,  laughs 

r^der1sWely)  expressing  her  negative  feelings  for  the  Infant?  ^  

Both  of  these  sets  are  congruent  with  the  literature.    Studies  of  older 

children  and  mothers  during  teaching  underline  the  Importance  of  praise  and 


/ .  - 


*  ■  -  -  - 

encouragement  in  later  learning.   They  also  suggest  the  importance  of  provid- 
ing feedback- that  is  contingent* on  what  the-  child  has  accomplished. 

3).  Techniques  includes  the  various  methods  mothers  use  to  teach  their 
infants-toHearn.   Modeling  means  the  way  the  mother  demonstrates  all  or 
part  of  the  task  for  the  child.   Physical)  guidance  is  any  type  of  physical  ,\ 
prompting,  touching  or  guidance  provided  to  assist  the  child,  but  allowing' 
the  child  to  complete  the  task  or  rSqui redaction  on  his  own.   Forcing,  on 
the  other  hand7  is/actually  compelling  the  infant  to^oplete  the  task  by 
placing  a  hand  ovejr  the  infant's  hand,  etc.    Directions  include  the  total 

amount  of  verbal  (telling,  coaxing,  or  orienting)  or  non-verbal  (gesturing, 
'  -  •'•  f.  ;        -   -    •  ■ 

pointing)  messagek  to  the  child  to  perform  the  task. 

.,  [  .  — 

Studies  haW  shown- that  mothers  who  are  intrusive  or  who  physically 

interfere  with  tie  child's  behaviors  reduce  the  child's  capability  for  in-. 

\ 

*  oendent  action.;  i 

'    4)r  Facilitltion  depicts  the  mother's  awareness  and  sensitivity  toward' 

her  infant's  needs  and  cues  during  the  teaching.    Management  of  materials  is 

the  degree  to  whijch  the  mother  makes  it  easy  ordifficult  for  the  infant  to 

•  do  the  task  by  her  placement -of  the  task  material^.    Management  of  infant 

position  "deals  with  the  mother's  physical  placement  of  theinfant,  i.e.,  isy 

the  position  safe  ,jind  an'  easy  one  from  wnich  to  perform?  Timing  involves 

the  mother's  pficing-of  her  presentation  of  the  task-specific  stimulation,; 

.     •        '  i"  "  '  / 

i.e.,  offering  tesk  help  when  the-infant  is  attending,' refraining  from  d/irect- 

•  j  , 

'*  ing  when  the  infcnt  ts  attempting  to  respond.   Sensitivity  is  the  degree  to 


/ 


/ 


which  the  mother  appears.tuned  intoher  infant's  communication  and  ta^k  per- 
formance, the  frequency/with>h'ich  she -responas.  to  the  Infant!*  various  cues, 
whethe^  potent  or  subtle,  during  the  task.   These  behavior*,  give  insight  into 


i; 
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the  mother's  style  of  teaching ^and  the  way  in  which  she  sets  up  the  learning 

'environment  for  the  child, 

*  .  * 

"        In  addition  to  a~pc-sitive  pattern  of  feedback,  the  contingency  of  feed^- 
v  backr  clear  directions,  and  permission  for.  independent  iction,  the'teaching^, 
*  'interaction  should  have  a  l<cy<MicaVLqua1ity  indicative  of  good  pacing  and 

timing  of  presentation.    In  addition  to  an  overall  sensitivity  to  the  child, 

/ 

the  pjiy|ical  handling  of  the  lining  situation  should  be  sensitive  to  the 
learners  (infant's)  needs.  %0 

■  >  ■ 

1  *     /4$lwe  discussed  earlier*  the  child  aTso  acts  as  a  stimulus;  ^he  infant's* 
behavior  affects  the  mother;   One  variable  set  defines  infant  behavior: 

Readiness  to  learn  is  evidenced  by:   Responsiveness/  to  mother's.  task-nalp, 
the  (J6gree  to  which  the  infant  makes  it  worth  the  mother's  efforts  to  teach  or 

/^assist  him  in  his  performance,  i.e.,  does  thei4n&f>t  respond  or, attend  to^ 

"  I  ' 

mother's  attempts  to  help?  -Intensity  of  involvement,  the  infant's  maximum 

^interest  in  the  task,  the  degree  to  which  he  tunes-in  to  the  materials  and 
Kt  .         4  ■  .         .  — - \ 

situation*.    Duration  of  involvement,  jthe-^mount  of  time  the  infant  is  *in- 

.  volved  ingoing  or  trying  to  do  the  task  regardless  of  enthusiasm  or  intensity. 

Alertness,  "thXmaximum  animated  facial  expression  characteristic  pf  the 

infant  durjng  the  teaching  situation.  # 

dimensions  to  consider  iri  observing  infant  behaviors  dari* 

J  t      !  .  .  .    .         .  -  . 

teaching  center  upon  the  infant's  actual  involvement  (enthusiastic,  intense, 
interested  vs.  inattentive,  easily  distracted,  uninterested)  and  the  respon-  , 


.sivity  displayed  toward  the  mother  and  her  Efforts. 

For  the*teacning  scores  compose^!  of  more  than  one  item  (the  variable  „  #. 

sets),  ttfe  score^  on  the  individual  items  were  totaled  and  divided  by  the 

"'.number  of  Items the  set.   This  procedure  results  in  an  average  spore..  For. 


the  items  retained  -but. not  Included  in  sets  the  actual  score  for  the  individual 
item  was  used. 

An  additional  method  of  scoring  the  teaching  scales,  referred  to  as  the 
,Disbrow  Score,  is  included  for  comparison  purposes.   This  scoring  method  was  ^  - 
.devised  J)y  Dr.  Mildred  Disbrow  .and  her  colleagues  at  the  University  of  Wash- 
ington, for  an  extensive  study  of  child  abusl^Twhich^hese-same-teaching 
scales  were  used.    This  scoring  method  results  in  one  maternal  and  one  infant 
vscore.   The  "information  from  all  items  is  combined  through  a  categorization 
scheme  based  on  professional  judgment  of  the  desirability  of  each  behavior. 
A  high  maternal  Disbrow  score  reflects  positive  behavior.    A  high  infant  Dis- N 
brow  score -indicates  a  noncompliant  child  with  less  desirable  behaviors.  The 
actual  scoring  is  further  explained 'in  Appendix  4.5. 

Table  4.4  contains  the  descriptive  statistics  for  our  teaching  variable 
sets,  the  items,  and  the  Disbrow  scores.   As  a  group  our  .study  mothers'  gave" 
more  positive  than  negative  messages  when  teaching  their  children.  They 
\ scored  outstandingly  on  facilitating  behavior,  and  indeed  they  improved  over 
£he  course  of  the  year.    Simultaneously  the  infants  showed  increasing  readi- 

A 

neks  to  learn.    These  positive  changes  in  average  ratings  are  also  reflected 

in  th^e  Disbrow  scores.   _ 

.In  looking  at  differences  over  time  for  any  of  our  measures,  particularly 
the  behavioral  observations,,  it  is  important .to  consider  the  potential  effects 
of  measurement  £er  se_.    Longitudinal'  differences  may  reflect  developmental 
stages  or  changing  maternal  behavioral  patterns.   They  may  also  reflect  changes 
due  to  repeated  observations.    In  the' observers 1  opinions,  the  mothers  did 

 !  .<-  0 

.  ^easures'to  Predict  Child  Abuse  funded  by  Maternal  and  Child  Health 
Services,  BCHS,  HSA,  PHS,  DHEW. 
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TABLE  4.4 


DESCRIPTIVE  STATISTICS  FOR  VARIABLES 
•     FROM  TEACHING  RATING  SCALES 


Variable 


MATERNAL- 
POSITIVE  MESSAGES 


MATERNAL- 
NEGATIVE  MESSAGES 


MATERNAL- 
TECHNIQUES 


MATERNAL- 
FACILITATION. 


MATERNAL- 
VERBAL  STYL-E- 


MATERNAL- 
EXPLORATORY 


MATERNAL- 
COMFORT 


MATERNAL-  • 
DISBROW  SCORE 


Descrip- 
tive 
Statistics 


Median, 
Range  * 
N 

Median 
Range 

N  • 

Median 
Range 

N  . 

Median 

Range 

N 

Median 

Range 

N 

Media'n 

Range 

N 

Median 

Range 

N 

Median 

"Range 

N 


EASY  TASK 


\ 

1  mo.      4  mo?    -8  mo.      12  mo.- 


2.03 
1.0-5.0 
171 

1.20 
1.0-4.5 
167 


2.05 
1.0-5.0 

175.. 

1.16 
1.0-3.5 
163 


1.63-  2.06 
1.0-4,0-  1.0-4.5 
160  1.51 


1.08 
1.0-2.5 
154= 


1.23" 
1.0-3.0 
143 


0 
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2.49 

1.99 

1.92 

2.31  . 

1.0-4.0 

1.0:3.3 

1.0-3.5 

1:0-3.5 

174 

178 

162  1 

152 

.  3.53 

4.02 

4.02 

4.08' 

1.0-5.0 

1.3-5.0 

2.3-5.0 

2.5-5.0 

174 

178 

162 

152 

2.85 

2.79 

'  .3.00 

3.17 

1-5 

1-5 

1-5 

1-5 

172 

178 

•  162 

159  ■ 

2.64 

2.88 

3.18 

3.73 

1-5 

»  1-5 

1-5 

2-5 

153 

165 

159 

158 

3.49 

4.53 

4.86 

.  4.90 

1-5 

1-5 

1-5 

3-5 

174 

178 

162 

"  159 

3.27 

"3.47 

3.73 

3.75 

1.9-4. 1 

2.4-4.2 

2.9-4.3 

2.8-4,5 

166 

160  ' 

152 

144  * 

4.24-- 

194 

HARD:  TASK  *  ■ 


T  mo.     4  mo.   >*  8  mo.      12  mo. 


1.79      1.68  1.23       -1  .67  , 

1.0-4.0  1.0-4.5  1.0-4,5  1.0-4.5 

141        174  154  148 

1.22      1.18  1.89  1.32 

1.0-5.0  1.0-4.0  1.0-5.0  1.0-4.0 

148        169  161"-  •  149. 


1.97  .  2.12 

2.79 

2.61 

1 .0-4.0  1.0-4.8 

1.3-4.0 

1.5-4.5 

J 51-  177 

162 

158  . 

3.78  4,02 

3.77 

3.94'. 

1.3-5.0  1.0-5.0 

1.5-5.0 

1.5-5.0 

151  177 

162 

158 

2.80 

2.88 

2.99 

3.01 

1-5 

1-5 

1-4 

1-5  ' 

151 

176 

162 

159 

2.51 

2.78 

2.37 

3.68 

1-5 

1-5 

1-5 

1-5 

97 

157  

160  • 

159 

3.52 

4.44 

4.61 

4.89 

l-5«. 

1-5 

1-S 

3-5 

151 

176 

162 

159 

3.27. 

3.40 

3.20- 

3.60 

1.9-4.1  2.5-4.3 

2.4-4.3 

2.0-4 

138 

167 

154 

145 

TABLE  4.4  (contlnued- 

-page  2) 

Variable 

* 

Descrip-^ 
tive 

Ota  LI  5  LI  C5 

1  mo.  * 

.  EASY  TASK  " 
•4- mo.  "    8  mo. 

0 

1  mn 

HARD 

t 

mn 

TASK 

1?  mn 

'INFANT-  - 
READINESS  TO  LEARN 

Median 

2.51 

4.11 

_4.02 

4.26 

"  2.96 

3.-73 

3.46 

3.77  -  " 

& 

Range 

1.0-5.0  - 

1.0-5.0 

2.0-5.0 

2.0-5.0 

1.0-5.3 

1.5-5.0 

1.3-5.0 

1.0-5.0 

N  ' 

174 

I/O 

ibc 

152 

151 

177 

161 

♦  158 

T  MCAMT 

INFANT- 
INITIAL  STATE 

Median 

o  in 
•  J.'IO 

3.22 

3.30 

3.51 

3.18 

3.25 

3.42 

3.62 

\ 

Range 

.  1-6 

*  3-5 

3-4 

3-5 

2-6  - 

3-5 

3-5  . 

'3-4 : : 

N 

•  174 

178 

1  C  1 

10 1 

159 

150 

177 

161 

x    159'  . 

INFANT-  * 
DISPLEASURE 

Median  . 

.4.30 

4.87 

4.91 

4.95  • 

4.44 

4.78w/ 

4.69 

4.87 

Range 

1-5 

"1-5 

2-5 

.3-5 

1-5 

1-5 

2-5  - 

1t5 

N 

174 

n  *70 
I/O 

1  CI 

159 

150. 

'  177 

161 

158 

*  INFANT- 
VERBAL      *  . 

'Median 

i".22».  . 

1.44 

1.56 

1.94 

-  -1.24  * 

.  1.57 

'  1.85 

2.12  " 

Range 

1-2  • 

1  c 

l-o  . 

1  A 

1-4 

1-4 

.  1-4 

1-4  . 

1-4 

N 

174 

178 

162 

159 

151 

177 

160 

159 

; INFANT- 
SUCCESS  " 

Median* 

3.30' 

*  3.91  ' 

4.01 

3.91  , 

3.46 

3.37 

3.fll 

2.42 

Range 

1-5' 

1-5 

*l-5 

1-5 

1-5.' 

1-5 

<  1-5 

1-5 

N 
11 

-  174 

178 

162  / 

159 

150 

177 

161 

\  159 

INFANT- 
-  ACTIVITY 

Median 

ft 

2.57 

3.00 

2.99 

2.99 

2.74 

2.99 

3.19 

3.33 

Range 

'  M  • 

1-5' 

•  2:5 

2-5 

1-5 

1-5 

2-5 

2-5 

N 

173 

178 

162 

'  159 

151 

177  - 

161 

.  159. 

>  INFANT-  0 
DIS&ROW  SCORE     • • 

Median 

3.22 

2.76 

2.77 

2.68 

3.00 

2.79 

2.78 

2.68 

Range 

2.2r4.7 

1.9-4.4 

210-3.9 

1.9-3.7 

2.2-4.8 

l.ST-4.4 

.  1.9-3.9 

2.6-4.3. 

!N 

174 

1 

178 

162 

'  152 

151 

177 

~  161  158  

ERIC 
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become  we  aecustomed  to  the  teaching  episode  with  repeated  home  visits; 
knowing  what  to  expect,  they  grew  more  comfortable  with  the. whole  idea.  It 
is  impossible  to  tell  without  a  more  controlled  design  what  influence  re-.  . 
peated  measures  has  on  these  defta. 

Reliability.    It  is  also  important  to  consider  the  reliability  of  the 
instrument.   The  dual  home  visits  made* systematically  throughout  the  study 
provide  data  for  interobserver  reliability.   The  reliability  coefficients  for 
the  individual  teaching  items  varied  greatly  among  the  ages  and  between  the 
tasks.    Interestingly,  there  was-  little  difference  in  the  reliability  on  items  - 
requiring  an.  overall  rating,  such  as  "timing,"  and  -those  rated  on  a  quantifica- 
tion basis,  such  as  "positive.messages."1    As  expected,  the  reliability  was  ' 
greater  when,  the  items  were  combined  into  variable  sets  (Table  4.5)„   The  range* 
in  coefficients,  however,  is  still  large:    .23  to  .84.   The  analysis  of  variance 
techniques' we  used  to  test  reliability  permitted-ps  to  examine  effects  on  the 
coefficients  from  several  sources.    In  this  "instance  the  data  showed  ho  evidence 
of  systematic  differences  among  home  visitors.   The  principal  cause* of  ^ow 
"coefficients  was  low  subject  variability  with  respect  to  the  error  of  measure- 
ment.  This  finding  indicates  Jthat  the  reliability  of  the  teaching  scales  can 
be  better  determined  in  a  more  heterogeneous  sample  of  mothers  and  infants. 
There  is  already  some  evidence  for  this;  Disbrow  et  aj..  obtained  consistently 
•high  interobserver  reliability  coefficients  with  a  sample  of  child  abusers  and 

. non- abusers.  v 

Table  4.5  shows  that  our  reliability  was  generally  lower  when, observing 
mothers  teaching  4  and  8  month  old.  infants %  especially  on  the  hard  task.  The 


^ee  Appendix  4.6  for  tables  and  a  more  detailed  discussion  of  reliability. 

*  0 

■         \  196  _  


4.26 


TABLE  4.5 


INTEROBSERVER  RELIABILITY  COEFFICIENTS  FOR  TEACHING  SCALE  VARIABLE  SETS 
(PEARSON  .CORRELATIONS  BY  EASY  AND  HARD  TASK) 


Easy  Task  Hard  Task 

Cluster  M  mo  .      4  ma.      8  mo.  12  mo.       1  mo.'    4  mo.   8  mo. 12  mo. 


Positive  Messages  .69  .61  .43  "  .73 

Negative  Messages  .75-  .59  .23  .73 

Techniques  .60-  .56  .77*  .64 

Facilitation    '.  .66  .60  .64  ,\52 


.79  .47  .63  .69 

.70'  '     .31'  .32  .75- 

.78  .55  .47  .68 

.70  .38  ,.41  .64 


Infant  Readiness 
to  Learn  -.84         .81       *  }60  .54 


.82        .79      .34  V71, 
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reliability  of  the  infant  scores  was  lowest  on  the  8  month  hard  task.  In 
retrospect  this  may  be, due  to  the  specific  tasks  assigned  for  the  teaching 

episodes  at;  these  ages.   The  4  month  hard  task  was  picking  up  a  cup'by  the 

V 

handle.    Since.at  4  months  the  children  were  usually  still  in  infant  seats 

for  sitting,  the  mothers  were  most  likely  to  hold  them  on  their  la$s  with 

i  ,  ■** 

both  facing  a  table  on  which  the  cup  was^placed.   This  positioning  made  it 

difficult  for  the  mothers  to  see  what  .the  child  was  doing  or  for  them  to  help 

'  ' '  h 

in,  the  learning  process.    In  turn,  it  was\di  fficu.lt  to  score  them  on  their 

"<  ■  »v"5tfA 

teaching  behavior..  '  .  * 

•       "  •«■ 

The  8  month  hard  task  was  making  a  scribble  with  a  crayon. .  T^his  is 
age -appropriate  for  10  months,  yet  is  a  novel  stimulus      the  curious,-  ex- 
ploring  8  month  old  who,  since,  he  is  at  an  age  for  mouthing,"  is  more^injterested 
•  in  putting  the  crayon  in  liTT~m5uth  than  drawing  with  it.   The  resulting  re* 
strictive  behavior  by  the  mother  was  not  uniformly  interpreted  among  observers. 

The  choice  of  the  tasks  for  the"  teaching  interaction  is  evidently  im- 
portant  in  further  refinement  of  this  assessment  method.   They  should  minimize 
conflicting  positional  or  developmental  requirements,   these  .reliability  find- 
ings must  be  taken  into  consideration  for  their  potential  influence  on  other 
findings  from  this  study.   Meanwhile  it  is  encouraging , to  note  the  fnter- 
observer  reliability  which  was  achieved  with  a  relatively  simple  observational 
method.  *  * 

When  the  special  cohort  mothers  and.  infants  came  to  CDMRC,  the  teaching 
episode  was  repeated  and  videotaped.   These  tapes  were  scored  on  the  teaching 
scales  and  compared  with  the  ratings  from  the  home  visits.    This  offers  some 
test-retest  comparisons,  but  it  is  important  to  note  the  other  differences 
which  cloud  the  issue  of  test-retest  reliability  Trom  these  data: 


7 
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1)  differences  in  location,  home  vs.  the  university,  2)  differences  in  - 
viewpoint,  live. interaction  vs.  videotape,  3)  differences  due  to- prior  prac- 
tice  since  the  home  visit  always  came  first,  4)  random  differences  between 
two  observers,  5)  differences  in  the  age  of  the  child;  during  the  first 
year  of  life  the  two  or  three  weeks  between  the  observations  is,  related  to 

.  greater  behavior  change  than  the  same  time  would  be_at  later  ages.  The 
test-retest  coefficients  (Table  4.6)  are  low  and  the  reason(s)  can  not  be 
attributed  specifically  to  any  one  of  the  differences  mentioned.  ,  The  dis- 
crepVcy  could  be  due  to  any  or  to  all  of  them.   The  short-term  stability 
of  "teaching  and  learning  behavior  needs  further  examination  with  a  differ- 
ent design.    Given  even  the  most  rigorouSr design,'  however,  the  difficulties 
of  separating  out  th£~ different  effects  will  probably  never.be  completely 
overcome..    In  any  assessment  of  human  behavior  it  is  probably  most  realistic 

-  to  assume  that  more  tftan  one  sample  of  behavior  is  needed  to  draw  any  con-, 
elusions  as  a'basis  for  action.   This  can  be  done  in  practice  by  repeating  j 
the^same  assessment  or  by  combining  information, from  multiple  concurrent 

assessments.  _ 

Validity.   We  have  attempted  to  examine  the  validity  of  the  teaching 
scales  in  several  ways*    from  our  data,  from  the  research  experience  of 
others  using  the  instrument  and  from  practical  application.    We  are,  of 
.course,  especially  eager  to  determine  the  predictive  validity  for  preschool 
developmental  outcomes  in  our-sample..  Meanwhile,  we  can  begin  to  address 
the  question  of  what  is  being  measured. 

If  the  teaching  scales  are  measuring  dimensions  important  to  child 
development,  we  would  expert  certain  relationships  with  maternal  education. 
Correlations  between  mother's  years  of  schooling  and  the  scales  are  given  in 


:  TABLE  4.6 

TEST  RETEST  RELIABILITY  COEFFICIENTS  FOR  TEACHING  SCALE  VARIABLE -SETS 

V 


:     .    '  Easy  Task  Hard  Task 

Cluster  imo.      4  mo.      8  mo.  12  mo.       1  no..  4xgp.   8  no.12  m. 


Posi.tive'Messages       -.36  .22 

/ 

Negative  Messages        .34  :16 
Techniques 
Facilitation 


Infafit  Readiness 
:  to  Learn 


.45 
.05 


.23 


.41 


.10  .32 


.24. 


.2?     -.07  -.06 


_in  Table  4.7. .  Mothers  with" more  schooling  than  ^he  others  gave  more  posi-  ^ 
tive  messages  and  were  more  facilitating  while  teaching!   This  finding  agrees* 

with  other  literature  which  reports  that  more  highly  educated  mothers  give 

•  •  •* 

more  feedback  and.more  orientation . to  the  task, 

»-  ~  - .  • 

Mothers^with  more  schooling  also  verbalize  more  to  their  children, 
-esfpedfally  early  in  infancy  when  the  child  contributes  relatively  Little  to 
the  verbal  exchange.   By  8. months,  maternal  education  begins  differentiating 

mothers  on  other  behavior;  as  the  children  developmentally  became  more  active 

.       .      d  .  *  -  * 

and  aggressiyely  curious  the  mothers  with  more  schooling  gave  fewer  negative 

/ \  .  .  \  . 

messages  and  allowed  more  exploratory1  behavior.   These  findings  are  consistent 

§  « 
with  th6  literature *on  the  importance  of  fostering  the  child's  independent 

■  *  j> 

action.         "  \  * 

As  we  suspected,  the  infants  did  not  show  collectively  different  behavior 

by  maternal  education;,  their  teaqhing  scores  showed  no  consistent  relation- 

&  >  *  * 

"ships  with  schooli#fcj  across  time* points  or  tasks. 

During  the  home  visitsXthe  observers  recorded  whether, they  were  concerned 
about  the  mother-infarft  interaction.   This  subjective  overall  impression 

.offers 'another  source  of  .comparison  with  the  teaching -'scales'.  .The  data  indi- 
cate "(Table  4.8)  that  observers  tended  not  to  be  concerned  if  the  mother  used 

positive "messages,  was  facilitative  in  teaching  the  infant/ appeared:  comfortr 

•  |  - 

able,  and  generally  displayed  positive  types  of  behavior  reflected  in  the  high 

"  •  •  •  •  I 

Disbrow  score.,  The  observers  reported  some  concern  when  the  mother  used  nega^ 

t4v^4^es-of-jnessfl.ges  at  8  and  12  months  of  age.   There  were  fewer,  concerns 

apparent  for  the.  infants;  the  observers  were  concerned,  however,  if  the  infants 

'were  not  "ready  to  learnt  i.e.,  not  involved  in  the  learning  situati;oa.  * 

.     ....  .  •  '  i 

Even  stronger  ..evidence  of  the  construct  validity  of  the  teaching  scales  ■ 
comes  from* the  research  of "Disbrow  et  af.  *  In  a  preliminary  analysis  of  iheir.  . 


,  TABLE  4.7  »  . 

KENDALL  CORRELATIONS'  BETWEEN  TEACHING- VARIABLES 
.   AND  MOTHER'S- YEARS  OF .SCHOOLING 


*  .Time  Poiffts 


Teach'ing 


*  ■  One  Four       -  Eight 

Easy  Hard      Easy    Hard      Easy  HaVd 


Twel ve 
Easy  •  Hard 
4—  


MATERNAL 


.Positive  messages 

\24* 

.19* 

.14* 

.18 

.2> 

.23* 

.20*^ 

.16* 

Negative. messpges. 

.or 

.;12* 

-JO* 

-.02 

-.01 

* 

-.24* 

-.14*' 

-.27* 

.Techniques 

in* 

.07 

.03 

.  .04 

-.02 

*  * 

-.02 

-,12* 

-.'15* 

Facilitation      ,  . 

.13* 

.16.* 

.  -17* 

•  -17 

.26* 

.23* 

;.24* 

.16* 

Verbal  'Style 

.21* 

-.25* 

.14*' 

• 

,08- 

.0*0 

.10* 

.W* 

Exploratory 

.06.- 

.08 

-.04 

.07  - 

*.lp* 

.20* 

.20* 

.13* 

Comfort 

-..06 

i 

-.09 

.06 

-.08. ' 

.29* 

.13*' 

.10* 

-.03 

INFANT 

t> 

*  t 

\ 

Initial  State  • 

-.01 

.15*  . 

.10* 

.  .04 

.01 

.03  t 

.1** 

-.03 

Verbal  . 

-.01 

-.12* 

.06 

-.04 

.07 

.'21* 

-.03 

-.07 

Readiness  to  learn 

.05  - 

.04 

-.04 

•  .06 

.04 

•'.02 

.09  . 

,02 

*  p<.05 
A  =80,  E 


-  4,  0  =  40, 


^  - 


'202 

4.32- 


TABLE  4.8 

* 

.    :    *  DIFFERENCES  BETWEEN  TEACHING  SCORES  BY  OBSERVER  CONCERN 


Teaching  Scale  Variables 


\  w  r 
Positive  Messages 

Negative  Messages 

Techniques 


Facilitation 

\ 

Exploratory 
Corcfort 
Verbal  Style 
Dlsbrow  Score 
INFANT         _  * 
Readiness  Tp  learn 

Initial  State  °5 
Displeasure 
Verbal  ♦ 
Success 
_  Activity 
Dlsbrow  Score 


Type  Of  Task 


EASY 
HARD 
.EASY 
HARD 
EASY 
HARD 
EASY 
HARD 
EASY 
HARD 
EASY. 
HARD 
EASY 
HARD 
EASY 
HARD 


EASY 
HARD 
« 

EASt » 

HARD 

EASY 

HARD 

EASY 

HARD 

EASY 

HARD' 

EASY 

KARO 

EASY 

HARD 


1  Month      4  Months  '   8  Months      12  Months 


NC 

NC 

jhc 

NC 

.NC** 

:c  ■ 

NC 
C 

C 

* 

C 

.  NC 

NC 

NC 

NC 

NC  . 

NC 

r 

NC 

NC 

.    NC  '  . 
NC 

lie 

NCV 
NC  '* 

> 

\ 

NC 

NC 

NC, 

NC 

NC 

\  "«  NC 

*  NC 

r  • 

NC  — 

-  M 

NC^ 

•  NC 

,  NC 

NC 

NC  • 

NC 


NC 


NC  . 


Mann-Whitney  U  Test;  one-tailed  p  <  .01 

C*MecHan  score  higher  for  subjects  for  whom  observers  had  concerns. 
M«Med1an  score  higher  for  subjects  for  whom  there  were  nva^ncerns. 
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behaviors  and  child  abuse.  '. 


sample  they  found  a  sgbstantial^negatlve  relationship  between  facilitating 
r  teaching  behavior  and  child  abuse  (tau  a  -.52,  p<T.001).  Similarly, -they 
founff" total  positive  maternal' teaching  behavior  (the  Disbrow  score)  corre- 
lated negatively  with  abuse  (tau  =  -.41,  p<.001).  A  smaller  but  statis- 
tically significant  positive  relationship  was  found  between  nonconforming 
child  learning 

-  ,  Consistency.   Taken  together,  these  find1.ngs-suggest  that  the  teaching 
scales  are  measuring  »imp$rt^t  aspects  of  interaction  particularly  on  the', 
part  of  the  mother..  If t this  is  true  we  would  tend. to  expect  some,  consistency 
over  time  in  the  ratings,  especially  for  the  mothers."  Appendix  4.7  contains 
.*  the  correlations  across  time.   There  is  little  association  between  Infant-""'". 

•  learning  behaviors  during-  the  first  year  of  Hf,*.   There  is  greater  consist- 
ency on  maternal  tea^.   .g  behaviors,  e.g.,  positive  messages.   The  size  of 

♦  the  correlations,  however, .is  small,  indicating  that  assessments  early  in 


'  infancy  are  hardly  representative  of  mothers\  interaction  with  their  1-year- 

* 

olds.  ^  '  ,  ,  . 

This  lack"  of  consistency  over  time  is  somewhat  puzzling,  since  the 

•  factor  loadings  were  fairly  consistent.    It  is  important  to  remember  that 
measurement  of  parent-child  interaction  is  a  very  complicated  process.  Added 

•  to  the  typical  variability  of  human  behavior  are  the  influences  of  develop- 
mental change  and  of  an  evolving  relationship.   The  factor  analysis  showed  . 

that  there  are  clusters  of  maternal  teaching  and  infant  learning  behaviors, 

/I  ' 
styles  if  you  will,  that  do  group  "together  irrespective  of 'individual  varia-' 

tiory  over  time.   This  conclusion  suggests  that  different  mothers  and  babies 

are  high  or  low  on  them  at  different  times.    It  suggests. furthermore  that 

.mothers'come  to  know  the  responses  of  their  infants,  can  see  what  "works,"..  , 


and  are  able  to  adjust  their  behavior  to  be  effective  over  the  develop- 
mental stages.   TFje  changing  distributions  on  variables  like  "facilitation" 
and  "readiness  to  learn"  further  support  the  Interpretation  that  we  are 
tapping. an  established,  equilibrated  Interactional  system  at  any  given  time 
point.    In  subsequent  time  points  we  then  see  behaviors"  whlci^have  changed  to 
synchronize  with  current  developmental  and  Individual  characteristics.  Follow 


\ 


ing  this  line  of  thought  we  would  expect  different  secular  patterns  of  Inter- 
action to  develop  within  the  sample  over  the  first  year  of  life. 

Relationships  Between  Mother  and  Infant  Behavior.   From  the  method  used 

.  •  ■■  \    "  .  '  *  * '."      ■  ' 

in  this  study  there  1s  substantial  evidence  that  maternal^  nf ant  behaviors  ire 

related.   When  individual  Items  'are  combined* into  the  .teaching  variable" sets, 

fairly  consistent  patterns  of  1nter-correlat1on  appear  at  each  age  of  the 

Infant  (Table  4.9)*.<,  Mothers  who  were  more  facilitating  and1  gave  more  posi- 

tive  messages  had  infants  who  were  more  ready.  £o>p earn.   Or,  stated  from  the 

opposite  point  of  view,  infants  who  were  more  Involved  1n  the  Interaction 

elicited  more  facilitating  behavior  and  more  positive  messages  from  their 

mothers.  <0f  course,  we  don't  knov/that  either  direction  of  causality  1s. 

4       :.   7        ■  ' 

-involved;  undoubtedly  both  members  of  the  pair  Influence  e&ch  other. 

As  the  children  developed' more- Initiative  and  motor  si 111s,  there  was 

an  increasing  inverse  relationship  between  their  readiness  to  learn  and  the 

*  I  '  k  •  '• 

mother's  negative  messages/ and  techniques,  at  least  on  the  easy  task. 

There       also  logical  patterns  among  the  maternal  teaching  behaviors  at 
<r-  "  /  -  ' 

each  age  of  the  Infant  (Appendix  4.8).   Mothers  who  were  sensitive  to  their 

children*  timed  their  teaching  "activities  well,  and  managed  the  situation 

optimally  (i.e.,  were' high  on  facilitation)  also  were  likely  to  show  more 

positive  affect  and  encouragement  (positive  messages).   Mothers  who  did  well 

1n  those  respects  werecless  likely  to  respond  negatively  to  the  child  or  employ 
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'    TABLE'  4.9  ' 

CORRELATIONS  BETWEEN  INFANT.  "READINESS  TO  LEARN" 
AND  MATERNAL  VARIABLE  SETS  AT  1 ,  4^  8*  12  MONTHS  OF'AGE 
FOR  EASY  AND  HARD  TEACHING  TASKS* 


* 

1 

4' 

a 

12 

 :  

Easy  Task 

- 

Facilitation 

.38* 

.39* 

.37* 

.33*  ■  • 

Positive  messages 

.22* 

.09  . 

.00_ 

.14*  

_   Negative- messages 

-.09*- 

-.13* 

-.20* 

-.33*  ,  ; 

Techniques 

.01 

-.13* 

-.14* 

-  -.31*' 

Hard  Task 

/ 

o 

t 

Facilitation 

.40* 

.40* 

.23* 

.24* 

Positive'  messages 

.37*  ' 

.22* 

.20* 

.31* 

•    Negative  messages 

.08 

,  -.04 

-.12* 

-.16*  • 

*  "  Techniques 

.02 

-  -.11* 

-  .13* 

-.09 

•  *  Kendal  l  Correlation  Coefficients;  p<£.05;  Range  of  N  =  138-178. 
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intrusive  teaching  techniques. 

Since  at  each  time  point  the- mothers  taught  their  infants  an  easy  and 
a  more  difficult  task,  it  was  important  to  see  &  the  behaviors  on  the  two 
tasks  were  correlated  and  if  the  same  things  were  being  measured  at  each 
time  point.   The  data  in  Appendix  4.9  suggest  that  the  correlations  are  high 
enough  to  be  measuring  the  same  basic  dimensions  of  behavior,  but  they  are. 
not-necessarily  obtaining  the  same  asTelsment  oTbehavior,   Differences  may  • 
arise  from  the  more"  stressful  nature  of  the  hard  task;  mothers  may  feel  more 
vulnerable  when  asked  to  teach  their  child  a  task  where  success  is  elusive.  * 
The  hard  task  jnay  turn  out  to  be  a  better  indicator  of  the*  mother's  teaching 
style,  since  the  easy  task  often  requires  little  maternal  teaching  effort. 
It  will  be  necessary  to  continue  to -look  at  both  the  easy  and  hard  tasks  _ 
until  we  can  determineytheir  predictive  value..  . 

Feeding 

the  feeding  scales  (Appendix  4.10)  consist  of  11  mother  and  10-  infant 
items: 

-  Initial  set:  •  the  way  the  mother  sets  up  the  environment  for  feeding, 
e.g.,  positioning,  and  the  state  or  readiness  of  the  infant 

■»  Focus:    the  degree  of  attentiveness  or  distractability  . 

-  Stimulation-response:    the  modes  of  stimulation,  and  response  used, 
e.g.,  visual,  kinesthetic,  tactile 

'  -  Affect:    the  mood,  tension  and  irritability  of  mother  and  baby 

-  Control:    the  give  and  take  or  locus  of  control. 

The  feeding  scales  were  another  attempt  to  consolidate  behaviors  pre- 
v  viously  measured  by  counting  into  more  global  ratings  of  behavioral  phenomena 
While  'in 'the  teaching  scales  no  connotation  of  "optimum'1  was  made,  this  conno 
tation  is  a  central  feature  of  the  feeding  scales.   The  ratings  include  seven 


points, -with  the~midpoint  being  more  usual  or  expected  behavior  and  the 

points  on  .either  side  being  deviations  toward  one  extreme  or  the  other.  For 

example,  mothers  who  provide  no  or. excessive'  tactile  stimulation  at  one 

month  may  both  be  considered  'deviant'  in  terms  of  the  ampynt  of  tactile  • 

stimulation.they  provide  for. their  infants.   The  Items  were  constructed  so 

they  would  be  applicable  to  both  solid  and  liquid  (breast  or  bottle)  feedings. 

There  are  other  distinctions  between  the  feeding  and  the  teaching  scales 

as  measures  of  .parent-infant  interaction.   Feeding  is  an  activity  which  must 

be  engaged  In  by  the  infant  and  caretaker  together  and  is  a  frequent  routine 

interaction,  .  Thus,  it  is  not  only  a  familiar  task  for  the  participants  to  * 

demonstrate  but  one:which  forces  them  to  adjust  to  each  other.    In  this  sense 

it~can  be  considered  a  sample  of  the  mother's  and  infant's  adaptive  .behavior  . 

>'  ^  "...  .  . 

during  interaction.  '  The  feeding  observation  is  also  a  larger  sample^  of  be: 

havior,  since  the  duration  is  longer  than  for  teaching  during  afy  one  episode. 
.•     •  Observations  of  feeding  were  made -in  the  home  when  the  infahT¥aT^T~47~ 

8,  arid  12  months  of  age.   These  observations  were  arranged  around  the  feeding 
'  schedule  of  the  infant!   The  mothers  were  told^'We  are  interested  in  observing 

a  feeding  time  to  find  out 'more  about  the  various  styles  mothers  and  infants 

"have."  When  the  time  to  feed  arrived,  the  observer  emphasized  the  Importance'. 

of   l)-the  feeding's  being  natural,  2)  the  need  for  the'o^erver  to  be  silent,* 

3)  observing  both  mother  and  infant  continuously  during  the  feeding,  and  4) 

»  »  .  - 

'  informing  the  observer  When  the  feeding  was  completed. 

-  .  When  you  think  1  .  '  5  ready  to  eat,  please  go  auead.  Since, we 
would  like  this  time  to  be  as  natural  as  possible  for  both  of  you 
I  will  not  be  talking  with  you  duringv.this  time.  I  .would  like  you 
to  tell  me  when  you  have  finished  feeding,  however.  As  you  feed, 
please  feel  free  to  canpy  on  your'usual  activities  whatever  they  * 
'  may^e.  If  necessary -I  will  follow  you  around  and  position  myself 
so  I  am  able  to  see  both  of  you.  " 
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if  the  mother  aopeared  anxious,  unsettled,  or  inquisitive,  we  said: 
"Once  again,  you  will  recall,  we  are  interested °in  the  various  styles  mothers 
and  infants  have  of  interacting  during  the  first  year  of  life."    In  some  t 
dases  the.  mothers  did  not  refrain  from  talking  to  the  observer.   When  this.  - 
occurred  the  investigator  would. remind  the  mother  of  the  need  for  silence. 

;\      .  .    ■  •    •  • 

If  talking  persisted,  the  investigator  responded  minimally. 

The  feeding  was  undertaken -by  the  person  responsible  for  more  than  60 
percent  of.  the  infant's  care.   Following  the  -observation  the  observer  com- 
pleted~the .subjective  impressions  "(discussed  later),  rated  the  Behaviors 
utilizing  the  rating  scales^  and  interviewed  the  mother,  regarding  the  child's ^ 

behavior.      ..  ,\  '  —  ~  * 

The  distributes  of  maternal  behaviors  "on  the  feeding  scales  show  the 
■  following  trends  '(Appendix  4.11).    During  the  1-month  milk  feedings  thymajor- 
ity  of  mothers  showed  "optimal"  behaviors  appropriate  for  the  infant's  age. 
They, positioned  their  babies  well,  paced  tne  feeding  to  their  Infant's  needs, 


and  utilized  age^appropriate  stimulation, in  the  verbal,  visual,  kinesthetic, 
and  tactile -realms.   Their  moods  and  body  position  communicated  animation, and 
responsiveness  to  the  child's  cues.'  Similar  behavibrs  occurred  during  the  4-- 
>and  8-month  milk  feedings.   With  increasing  age  of  the  children  the  mothers 
used  fess  verbVs^imuTat ion  (which  one  would  expect  since  the  infants  were  be-  - 
ccming,more  verbal  and  interacting  with^theirjnother-s^more^  as  well  as  less  t 
kinesthetic  and  tactile  stimulationT   The  latter  may  be  explained  by  the  fact 
that  the  infants  were  beginning  to  drink  milk  from  a  glass  by  8  months,  and  were 
positioned  in  a  highchair.,  which  precludes  much  maternal  kinesthetic  and  tactile 
behavior.   Another  explanation  is  that  infants,  .during  the  eighth,  month  period  ; 
are  quite  distracted  unless  all  stimulation  is  kept  at  a  minimum,  especially 
during  the  breast  and  bottle, feeding.    (Mothers  frequently- told  us  this.) 
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Infant  findings  daring  the  milk  feeding  at  1  month  showed  them  to  be 
In  a  semi-alert  state  during  most  of .the  feeding;  minimal  motor  activity  was 
noted,  although  the  Infants  were  attentive  to  the  feeding  (1f  alert)  and 
were  capable  of  Interacting  via  eye  contact  with  their  mothers.   A  balance 
1n  control  was  the, mode;  however,  1n  cases  of  Imbalance,  the  mother  was  more 
often  the  one  to  exert  control  over  the  situation  than  the  Infant.   This  is 
rfot  the  case  for  the  4-  and  8-month  milk  feeding;  the  Infants  were  more  likely 
V control  1f  a  balance  didn't  exist.   At  4  and  8  months  there^was  also  very  f 
little  verbal  behavior  displayed  by  the  Infant,  which  1s  primarily  accounted 
for  by  the  nature  of  the  milk  feeding.    Infants  at  this  time  were  more  alert"; 
they  focused  more  on  the.  feeding  sltuatjon  than  they  had  at  1  month..  Th«y  also 
displayed  more  'motor  activity  and  appeared  more  animated  and  respc-nslve.  . 

.  Maternal  behaviors  during  the  solid  feeding  showed  less  tactile,  k1nes-\ 
thetic,  and  verbal  stimulation  with 'increasing  age  of  the  Infants.  Here^ 
again,  positioning  and  Increasing  verbalization  by  the  baby  probably  contri- 
bute to  this  trend.   Mothers  continued"  to  be^nlnTaTed^nTr^^^e^ytfielr 
infants,  positioning  and  pacing  the  feeding  in  accord  with  the  needs  of  the 
children.  .  At  later  ages  the  'infants  were  more  alert  and  attentive,  to,  the 
solid  feeding.   They  displayed  more  verbal  behavior  (consistent  with  age  and 
type  of  feeding)  with  mood  and  tone  depicting  an  animated,  responsive  infant. 
Although  they  were  distracted  at  times  by  their  environment,  they  frequently 
engaged  In'visual  and-verbal  Interaction' with  their  mothers. 

'    Since  feeding  is  such  a  basic  part  of  child  rearing  and  well-being,  two 
other  Instruments  were  completed  by  the.Jiome  visitors  following  the  teaching 
observation.    First,  the  observers  recorded  their  Impressions  of  the  feeding 
.session .".Including  ca)  the  mother's  organization  of  the  situation,  I.e.,  how 
well  she  managed  the  feeding  time,  the  utensils,  the  food,  and  any  interruptions 


that  occurred,  and  b)  the  communication  during  the  feeding  interaction,  that 
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fs,  whether^  the  mother  and  infant  were  "waltzing  to  the  same  tune"  (in  step 
as  dancers  would  bejv.whether  the  mother  behaved  as  though  she  liked  her  child, 
and  whether  the  observer  had  any  concerns  about  how  the  pair  was  functioning 
as  a  unit.  . 

Then  the.mothers  were  interviewed  briefly  to  obtain  Uielr  opitno^  about 
infant  feeding.   They  were  asked  to  rate  their  feelings  about  feeding  froirTvSry 
gratifying  to  unpleasant.   Their  permissiveness  was  reflected  by  whether  they 
used  demand  versus  scheduled  feedings,  by  the\latitude  al lowed "for  mess iness, 
and  by  the  policy  on  finishing  all  food  providedfor  the  baby.   Ease  of  feeding 
included -whether,  the  mother  had  concerns  about  feeding,  her  satisfaction  with 
the  technical  aspects,  and  whether  she  experienced  difficulty  with  the  feeding 
during  "the  course  of  the  day.        0  : 

For  the  most  part  mothers  had  more  positive  feelings  about  feeding  at  the 
infants'* younger  ages.   More  mothers  at  8,  and  12v,months  expressed  ambivalent  , 
or-annoying  feelings  about  feeding;  this  may  be  because  the  infant  is  exerting 
more  independence,  which  tries  the  mother's  patience." 

Permissiveness  seemed  to  be  the  trend,  with  most  mothers  adopting  a 
.demand  schedule,  i.e.,  feeding  the  child  when  he  appears  hungry  rather  than 
having  a  set  schedule;  expressing  positive  feelings  toward  messiness  dis- 
played by  the  infant  ("That's  part  of  learning  to  eat");  and  watching  for 
.cues  from  the"  infant  when  he  has  had  enough  rather  than  adopting  a  "cleans 
plate  policy." 

,    The  majority  of  mothers  experienced  ease  of  feeding  with  their  infants 
at  the  various  ages,'  with  the  8-month  period  seeming  less  difficult  than  the 
Other  time  points.   This  appears  to  be  in  contrast  to  the  findings  oh  feelings" 
about  feeding;  it  may  be,  however,  that  8-month-olds  are  easier  to  feed  yet 
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not  as  gratifying  or  as  much  fun  to  feed  as  the  other  age  groups.  According 

   ^—  ;  _  /  1_  .   

to  the  visitors'  impressions,  most  of  the^mothers  and  infants  were  communi- 
cating well  during  the  feeding  and  were  organized  in  managing  the  situation.  '  ^ 

These  three. different  methods  of  assessing  feeding  offer  some  inter- 
esting  methodological  comparison;   Before  making  them,  however,  it  is  neces- 
sary  to  explain  the  data  reduction  method  used; for  the  feeding  observation. 

scales..  I  t  '  ,  '„ 

.       Data  Reduction  for  the  Feeding  Scales.',  The  form  of  the  feeding  scale's 
^optimal  in  the  middle,  and  deviant  on  either  end)  is  useful  clinically  because 
"tod-muCh""  of  something  can  be  distinguished  from  "too  little."   Profiles  of  *  . 
the  mother  and  infant  can  be  drawn  on ^the  items  to  identify  maladaptive- pat-  - 
terns  of  feeding  lnterac^rrr-  Eojr^xample,  fi*  we  found  a  hypoactiye  child  we 
could  look  not  only  at  the  amount  of  s^imull^^  offered  this  child  . 

but  we  could  also  assess  the  primary  mode  of, stimulation  tn7^mother^us^d_to^ 
get  the  infant  to  enter  the  interactive  .process.   On  the  other  hand,' we  could 
look-'-at-the  amount  of  control  -the-mother-jor-the.  infant .usedJLn  the  feeding 

4  — 

situation  and  th<*n  at  the  effect  this  has  on, the  infant's  behavior,  such  as 
his  vocalization,  attenti veness ,  or  exploratory  activity,   through  considering, 
individual  items  and  the  direction  of  their  scoring  for  specific  parent-infant 
pairs,  this  approach  is  useful  to  analyze  the, problem  and  structure  a  care  plan. 

It  is  also  possible  and  desirable,  however,  to  use  the  feeding  interaction 
data  tp  summarize  the  adaptiveness  of  mothers  and  babies  both  individually  and  ' 
in  groups.    By  "folding"  the  scales  so  that  the  usual,  desirable,  optimal  be- 
havior is  scored  highest  and  any  deviation  from  optimal  is  scored  lower,  the 


item  scores  can  be  summed.   The  result  is  a  total  feeding  score  which  summarises" 

1  • 
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the  adaptability  across  all  behaviors. 


The  precise  method  for.  obtaining  a  total  feeding,  score  is  in  Appendix  4. 
along  with  the  descriptive"  statistics  for  the  scores  from  our  data. 
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The  average  maternal  and  Infant  total  feeding  ..scores  showed  little 
change  over  time.    (To  compare  maternal  means  across  ages  the  "mean  scale, 
score"  must  be  used  as  it  adjusts  for  the'  different  numbers  of  items  at 
different  times.)  ♦    «  •  •  ■  , 

Reliability.   Reliability  for  the  feeding  scales  was  tested  in  the  same  * 
manner  as  for  the  teaching -scales.   The  interobserver  reliability  for  the 
total  scores  is  shown  in  Tablert4.10.   Just  as  for  the^teaching,  the  infant 
feeding  score  was. least  reliable  at  8  months.1  ,  Again  this  may  be  due  xo  the  . 
developmental  changes  at  this  time  which  complicate  the  rating  process.  This 
decrease  In-  reliability  at  8  months  was  not  evident,  however  on  the  scores 

from  the  observer_impressions:_  _forJlcoiMynlca.ti^Aur1ng  feedin9  tau  =  ^ 
and  for  "organization"  of  the  feeding  tau,=  .86."  This  suggests  both  that- 
maternal  behavior  can  be  rated  quite  reliably  even  without  the- lengthier,  more 
structured  scales  and  that  the  "scales  do  not  oveVcome  reliability  problems!  for 
'  infant  behavior  . at  the  8Htionth  period.  (    ■  ~      ">    -  ,     .  . 

"  .  .  The  test-.retest  reliability  for  the  feeding  scores  was  low  (Appendix  4.6) 
and  the  points  made  under  discussion  of  the  similar  findings  for  the  teaching 
observations  also  apply  here  (pages  4.22-23). 

-Consistency.   Table  4.11  shows  ,the  relationships  between  feeding  scores 
ovexthe  period  of  infancy.   The  maternal  scores  were  somewhat  consistent,  but 
the  correlations  are  low.   Theresas  even  less  consistency  in  infant  behavior 
as  measured^Vthe. feeding  score.    By  contrast,  there  were  stronger  associations 
between  the  motherV  and  infants  '/  scores  at  each,  time  point  Jable  4.12)  . 

.    V  4  and' 8  months  boXmilk  and  solid. feedings  were  scored.   For  brevity 
of  presentation,  the  milk  feeding  scores  are  used  at  1  and  4  montTis  and  the 
solid  feeding  scores  at  8  and  12>T  * 


■    TABLE  4.10'  -  . 

INTEROBSERVER  RELIABILITY  FOR  MATERNAL  AND  INFANT  FEEDING  SCORES* 


Maternal 

Infant 

4 

Pearson  r 

N-  ' 

Pearson  r 

H 

1  month 

.63 

24  ' 

.75 

24 

4  months 

•  .62  . 

in 

'  .90 

18 

8  months 

'  "  .6* 

14 

.25 

♦14 

12  months 

'.71  - 

15 

.68 

15 

*The_l  a^d  4  nx)nth  scores  are  from  the  milk- feeding.  The  8  and 
12  month  scores  are  from  the  solid  feeding. 


.  TAfclE  4.11 

CONSISTENCY  OF  MATERNAL  AND  INFANT  FEEDING  SCORES  OVER  TIME 


4  month 

8  month 

12  month 

Maternal 

* 

1  month 

•. 

.26* 

•21*  "  „ 

.13* 

4  months 

.24*  „ 

.15V 

8  months 
Infant 

1  month 

< 

« 

.05 

M 

.14* 

n 

.  .05 

4  months 

-.03 

.06 

\ 

8  months  - 

.14* 

♦Kendall  correlation  coefficients*  p  <  .05;  range  of  N  -  126-181. 


TABLE  4.12 

COLLATIONS  BETWEtN  MATERNAL  AND  INFANT  FEEDING  SCORES 
V'       AT  EACH  TIME  POINT 


me  Point    *  Maternal  with  Infant  Feeo,  -g  Score 


1  month  • 

4  months  *  .32* 

8  months  .26* 

12  months  .27* 


*KendalI  correlatica  coefficients;  p<  .01;  N  =  146-181. 


TABLE  4. .13..  "  * 

ASSOCIATIONS,  BETWEEN  .FEEDING  SCORES  AND  MOTHER'S  YEARS  OF  SCHOOLING 


1  month 

4  month 

8  month  - 

12  month  . 

Maternal  Feeding  Score 

.17*  *  ' 

.12* 

.18* 

Infant  Feeding  Score  • 

.09* 

-.09 

»» 

.18* 

.11* 

♦Kendall* correlation  coefficients;  p<  .05;  range  of  N  =  145-180. _ 


These  findings  support  the  idea  that  the  feeding  scales  are  measuring  inter- 
active  behavior,  behavior  based  more  on  reciprocal  adaptation  and  response 
than  the  consistent  individual  styles  or  characteristics  of  the  partners.  . 

Validity.    Further  insight  into  the  feeding  scsnes  as  a  method  of  assess^- 
ing  adaptation  can  be  gained  through  associations  with  other  study  variables.  • 
As  we  would  expect,  the  mothers'  feeding  scores  were  positively  related  to  m 
their  years  of  schooling  (Table  4.13);  while  the  relationships  are  not  strong, 
they  are  in  the  logical  direction  based  on  what  we  know  about  maternal  educa- 
tion  and  child  development.   There  is  also  some  association  between  the  infant 
feeding  scores  and  maternal  education;  this  too  suggests  reciprocity,^  be- 
havior,'as  it  is  unlikely  that  infants  behave  differently  according  to  their  "• 
mothers*  schooling  unless  there  is  a  more  direct  association  such  as  between 
maternal  and  infant  behavior. 

Comparisons  between  breast  and  bottle  feedings  at  1  and  4  months  showed 
..that  feeding  scores  were  significantly  higher  for  mothers  who  breast  fed.  For 
.the  infants,  however,  scores  did  not  differ  by  whether  they  breast  fed.  Since 
more  mothers  with  higher  education  breast  fed  we  made  the  same  comparisons  con- 
trolling  for  education.   At  1  month,  breast  and  bottle  .differences  for  mother's 
feeding  score  did  not  hold  up;  the  association  was  secondary  to  maternal  'edu-* 
cation.   At  4  months,  though,  an  interaction  resulted.   For  mothers  with  more 
than  a  high  school  education  rthere  was  no  difference  between  breast  and  bottle 
feeding  scores;  fqr^mothers_w1th  lg  years  or  less  of  schooling  those  who  breast 
fed  showed  more  adaptive  feeding  behavior.   This  finding  of'higher  feeding, 
scores  for  breast-feeding  versus. bottle-feeding  low  education  mothers  may  have 
alternative  explanations.   Perhaps  mothers  who  breast  feed  are  different  in 
theiriattitudes  or  their  desire"" for  close  proximity  to  their  babies.   Or,  * 


perhaps  the  closer  proximity  makes  mothers  more  aware  of  subtle  infant  cues 

and* facilitates  response.' 

One  of  the  impressions  recorded  by  the  home  visitors  after  observing 
•  ■  « 

the  feeding  was  any  concern,  they  had  about  the  maternal-child  interaction. ; 


As  shown  in  Table  4.14,  those  mothers  and  babies  who  elicited  concern  had  _ 
significantly  lower  feeding  scores.   The  use  of  observer  concern  as  a  validat 
Mng  criterion  must  pf  course  be  Interpreted  with  caution,  since  the  same  per- 
son, recorded  the  concern  and  rated  the  feeding  scales  jn  each  home.  The 
associations  do  indicate,  hovieve'r,  that. the  scales;  contain  dimensions  wbich, 
can  capture  clinical  impressions*.   Furthermore,  they  capture  them  1n  a  way  , 

which  specifies  more  clearly  and  systematically  what  is  awry  with  maternal- 

*  •  *  •  ,     •      ■  '  "  .   -'  - 

infant  interaction  and  what  might  be  done  to  help. 

The  other  environmental  assessments  from  our  study  provide  further  clues 

&  .  , .  ; 

as  to  what  the  feeding  scales  measure^   Table  4.15  shows  the  relationships 

»  -  V 

between  the  maternal  feeding  scores  and  the  teachfng-.scores,  the  feeding 
interview  variablesj^and  the  observer  impressions.   The  correlations  sugges-fr 
•at  least  two  major  dimensions  which  are  reflected  in  the  feeding  score.  The 
first  h'asVo  do  with  the  quality  erf  communication  between  the  mother  and 
baby:   adaptive  mothers  fas  defined  by  their*  feeding  score)  .gave  more  posv- 
tive  messages,,  fewer  .negative  ones,  and  appeared  to  be  "in  tune""  with  their 
children  from  the  perspective  of  an  outside  observer.   The  second  has  to  do 
with  the  mother's  organisational  fadlitative  ab1l1tiesi\ adaptive  mothers 
scored  higher  on  managing  and  timing  the~  situation  when  interacting  with 
their  babies.      *  *« 


DEVELOPMENTAL  STIMULATION  OF  THE  HOME  ENVIRONMENT  . 
The  assessment  metho^pYesented  1n  this  section  consider  not  only  the 


4.46* 

217 


.     ,      '  DIFFERENCES  8ETWEEITFEEDING  SCORES  BY  OBSERVER  CONCERN'- 


Age 


1  month 


8  months 


feeding^  Observer 
Score      •  Concern. 


— 

4   1  Median 


Maternal 


infant 


Concern 

l^c  concern 

•  *** 

*  Concern 
Ncr  concern 


•34.9  -  .  $9 
43.0  ^  .120 


24.0 
26.1 


59 
120 


Maternal 


"Infant 


Concern  ^ 
.  No  concern  r 

Concern  *  , 
;  ^  concern 


Maternal 


Infant 


Concern 
•JNo  concern 


Concern 
N'6*  concern 


■,  "34.8  • 
*  .42.0 

,25.4 
28.0  . 


66 

87  . 


66 
87 


30.0 
36.0 

25.5 
.27.9 


42  • 
/98 

98 


-7.77 


V 


93 


-7.60 


•:-  ,<^,64- 


-7,23  . 


-5.13 


12  months 


Maternal 


Infant 


Concern 
No' concern 


Concern  1 
.  No  concern 


3J.2  y  -  "58  ' .  _7,36' 
36.9    ,      8.7  - 


27.5 
'  29.9 


58 
87  . 


*Mann-Whitney  tf  te$t,  p  < .001  for  all  comparisons,. 


Of  .1 


.  -4.63 
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'    -        TABLE  4.15  , 

CORRELATIONS  BETWEEN  MATERNAL  FEEDING  SCORES 
'  AND  OTHER  ENVIRONMENTAL  ASSESSMENTS 


1  mo. '      4  mo.       8  mo.      12  mo. 


Teaching 


Easy 

.34*  . 

,18* 

.18* 

.18*- 

Positive  Messages 

Hard 

•21* 

'  ^1* 

•  1  ? 

Easy 

.'..02'. 

\  -.12* 

'  .  02 

-.03 

> 

Hard;  .' 

-.09* 

'-.12* 

-.12* 

-.09 

4  * 

Easy 

*  :o2  ; 

.08  . 

.-,06 

Technique's  • 

Hard 

-.07 

-.06 

-.02 

-'.OCT 

Easy; 

.22* 

'  .17*  - 

fr 

.12* 

.20* 

^Facilitation 

■  Hard 

"  .20* 

-  .12* 

.20* 

.10*. 

Easy 

.02' 

.0,6 

.01 

.  .03 

Readiness' to  Learn 

Hard  r 

.06 

.03 

_-.01. 

.04 

*  * 

Feeding  interview  . 

s 

. : -Permissiveness 

-.07 

7.05 

-.13* 

.'•Ease  cf  Feeding  , 

.05- 

-  -.03 

'  .-.03 

-.04 

Feeding  Impressions 

» 

'Communication    *  53*"       .57*        .;53*  *  .59* 

Organization  of  Feeding  .27*         .08  .31*  .21* 

*      *  *  • 

r  * — . —      ■  ■  ■  ■  ^  -  ■ 

■  "*Kendall  correlations,,  p  <,, 05,  N  -\l 35-181..  ' 
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Interaction  between  parents  and  infants  but  also  include  the  broader 
environmental  stimulation  including  inanimate  factors. 

  -  --  . 

Noise  •  '..  -   ; 

,  .  .''  -•<• 

'  Review  of  the  literature  had  suggested  the  importance -of  considering 
the  riolse  level  of  the  environment  as,  a  potential  detriment  .to  child  deve.]op- 
ment.   Various  ways  of  measuring  .noise  were  investigated;  those  requiring 
sophisticated  costly  equipment 'were  ruled  out  1n  the^jinj^ere^t^ 
We  dev1sed_a ^Noise  Inventory"  orTwhich  the  home  visitors  rated  the  level  of  , 
noise  during  the  Interview,  and  the  source(s)  of  the' noise.   A  "noise  score" 
-was  constructed  using  these  ratings". .  This  assessment  method  was.  not  pursued 
in  the  overall  analysis  due  to. the  reliability  findings 'for  the  dual  home  . 
visits:    at  8  months  agreement  was  .57  but  at  12  months  1t  was  down, to  .22. 

.Toys       L  \.'        <    .  .  ^ 

The  "Toy  Inventory"  was  developed  1n  an  attempt  to- sample  the  Inanimate 
environment  of  the  child  oh  the  basis  of  Yarrow's  conceptual 1zat4 on.  In  his 
study,  the  Inanimate  environment  was  classified  on  three  dimensions:  variety, 
re'sf^islveness,,  and  complexity.  That  is,  the  number  of  objects  available  to 
the  child  (variety),  the  degree  of 'feedback  potential  Inherent  In  the  object 
(respons-iveness),  and  the  extent  .to  which  objects  provide  information,  through 
various  modalities" (complexity).. 

The  Toy  Inventory  1s  essentially  a  sheet  for  listing  each  toy  the  child 
plays  with  at  the  current  period  of  the  home  visit,  with  space  for  coding 
each  one  on  the  above  dimensions.  t  This  tool  did  not  turn  but  to  be  as  feasibl 
as  we  had  hoped..  With  increasing  age  of  the  child,  the  toys  became  more  numer 
pus  and  difficult  to  code.    Ihterobserver  reliability  also  turned  out_tOybe  a  . 
problem.   The  one  dimension  that  could  be  reliably  retrieved  1s  "variety;"  as 

i  -  ,  *  "  • 

4.49  _  "t  ' 

'     ..  •'    22Q>-    *  V 

-  -    k  i  s  i 


indicated  by  the  number  of  different  toys.   This  is  an  important  aspect  to 
know  about .the  .inanimate  environment,  but  the  occurrence  of  Christmas  or  the 
first  birthday'  in  relation  to  the  home  visit  was" confounding.   Thus,  this 
method,  was  dropped  frot  further  consideration.   The  part  which  .toys  play  in 
environmental  stimulation  was  captured,  howeverT  in  the  subsequent  assessment 
technique. 


ThT.  Home  Stj mul ati on  In ventory       "  ' 

.     Dr.  Bettye  M;  Caldwell  and, "her  colleagues  at  the  Center  for  Early  Develop- 
ment  and  Education,  University  of  Arkansas,  Little  Rock.,  Arkansas,  have  made 
substantial  contributions  to  assessing  the  home"  environment  in  recent  years. 
Dr..  Caldwell  has  been  a  consultant  to  this  project  and  has  given  her. permission 
tfi.iuse_the  liHome  Stimulation  Inventory"  (HSI)  In  our  search  for  optimal  assess- 
ment methods.   This  tool* is  designed  to  sample  both  the  quality  and  quantW"" 
of  social,  emotional,  and  cognitive  s'upport  within  the  home.  '  Such  aspects  are 
^assessed  as  the  chance  to  form  a  basic  attachment  to  a  mother  or  mother  sub- 
stitute; a  warm,  not, unduly  restricted  emotional  environment;  freedom  for  the 
child  to  explore  and  try  to  jnaster  hi.sjrarld;  a  variety  of  sensory  experience; 
and  a'daily  schedule  that  is  on  the  whole  orderly,  and  .predictable.   The  six 
,  major  areas  os  .environment 'assessed  have  been  classified  as  follows: 

1.  .  Emotional  arid. verba]  responsiveness' of- mother  * 
'  '  ,    Zl   Avoidance  of  restriction  and  punishment 

3.'  Organization  of  physical,  and'  temporal  environment 
4;   Provision  of  appropriate  play  materials  ;  ~ 

5    Maternal  involvement.'wUh,  child 
•     .  6.   Opportunities  for  variety  "in  daily  stimulation.  ,. 


Wherever  possible  the  HSI  Information  1s  obtained  through  observation 
n^e^ome. To  score  someH terns,  however,  Interviewing  the" mother  1s  neces- 
sary; this  lambTmts^to  only  about  five  minutes  of  questioning.   The  Inventory 
is  administered  by  an  obs^rver^ihp  visits  the  home  at  a  time  when  the  child  1s 
awake  and  involved  1n  his  normal,  rmjtfh^^that  time  of  day.   The- visitor 
begins  the  Interview  by  asking  the  mother  to  describVa  typical  day  in  her _;,/ 
-h!141s^trrrent~l-ife--usually,  since  It  1s  freshest  In  her  mind,  the  day  4 
before  the  interview.   As  the  mother  talks  about  ;the  events  of  the  dayi  the 
yisitorsW^l  learn  about  trips  to  the  grocery  store,  visits  from  relatives 
and  friends,  sWies"  read  to  the  child,  and  many  other  activities.  Info/ma 


tion  ab«ut  ioys\  and  play  materials  comes  readily  from  the  visitor's  own  * 
observation  supplemented  by  Interview  Items. 

Jhe^ersipn\of_th:OSI_  used  jjLtjjls  study  at  4,  8,  .and  12  months  was 

Idren  from  birth  to  .3  years  of  age  and  is  the  fourth  revision  v 


devised  for  chjjli 

based  on  psychometyic.  analysis  by  Caldwell;  et  aj_.   The  six  subscales  resulted 
from  .factor  analysis.   A  total  score  for  the  45  items  is  obtained,  as  well 
as  separate  sco-es  for  the  six  subscales.    All  Items  receive  binary  yes-no 
ratings;  the  number  W  "yesses"  constitutes  the  score.   The  higher  the  score, 
the  more  facilitating  and  stimulating  the  home  environment.' 

Elardo  et  ll"  (19^75) ,  based  on  a  study  of- 176  families -In-centW  Arkahs as 
reported  that  raters  can  be  quickly  trained  to  achieve  a  90  percent  level  of 
agreement,.  Our torojeik  bore  this  out.   During  the  training  period  for  ou^ 
study  the  percent  of  Items  scored  the  same  was  calculated  for  dual  observa- 
tlons;  the  range  was  80,  to  98  percent  with  a  mean -agreement  of  91  percent. 

Elardo  et  al.  also  report  the  internal  consistency  coefficients  range 


from  .44  to  .89  for  the 


comparisons  wereWde  by1  correlating  the  scores  with  welfare  status,  maternal 


subscales  and  .89  for  the  total  scale.  Validity 


education*  maternal  occupation,  presence-of  the  father  1n  the  home,  paternal 
education,  paternal  occupation,  and  crowding  in  the,  home. -The  resulting 


coefficients  were  moderate"  but  positive,  ranging  from  .25  to  .55.    In  addi- 
tion, their  findings  show  predictive  promise'.   Although  their  HSI  scores      A  « 
obtained  at  6  months  of  age  were  not  significantly  related  to  12-month  Bayley 
scores,  they  were  significantly  correlated  with  the.  36-month  Stanford-Binet 
>test  scores  (r  ranged  from  .24  to  .40  for  the  subscales.  and  r  =  ..5ft  for  the 

total  score).    .  - —   - 

/Descriptive  statistics  for  the  HSI  scores  in  our  sample  are  Shown  in 
table  4.16.1   With  increasing  age  of  the  infants,  scores  were  higher  on  the 
average  for  most  of  the  individual  subscales.   Although  the  median  was  quite 
high  for  the  first  section,'  Emotional  and  Verbal  Responsivity,  as  early  as 
4  months  of  age,  the  score  .continued  to  increase  over  time  at  8  and  12  months. 
This  indicates  that,  with  increasing  age,  our  mothers  provided  more  contingent 
vocalizations  to  their  infants,"  spontaneously  praised  their  children  more 
often,  etc.    Section  II,  Avoidance  of  Restriction  and  Punishment,  on  the  other 
hand,  decreased  with  age,,  which  means  the  mothers  were  more  restrictive  or 
punitive  of  their  infants  at  8  and  12  months  of  age.   This  is  to  be  expected 
since,  as  children  become  more  mobile,  their  safety  and  well-being  are  at 
stake.   Section  III,  Organization  of  the  Physical  and  Temporal  Environment, 
which  has  to  do  with  how  much  the  mother  .takes -the  child  out  of  the  home  and 
how  well  she  provides  a  safe  environment  for  him  remained  fairly  consistent. 
Section  V,  Maternal  Involvement  with  Child,  was  somewhat  lower  at  8  months  of 
age.  .  This  may  also  have  something  to  do  with  the  age-specific  developmental 


hhe  frequency  distributions,  and  Ns  are  iftj^pemifx  4.-13;" 


  T,— 


'•  •  TABLE  4.16 

DESCRIPTIVE  STATISTICS  FOR  HOME  STIMULATION  INVENTORY 


Variable 


Descrip- 
tive 
Statistics 


EMOTIONAL  AND.  VERBAL 
»,<00(W*')n  RESPONSIBILITY  ' 
9PY  (Possible  range=0-l-l) 


AVOIDANCE  OF  RESTRICTION 
AND  PUNISHMENT 
■~  ■'  (Possible  range=0-8) 


•ORGANIZATION  OF 

ENVIRONMENT 
(Possible  range=0-6) 


.    PROVISION  OF  APPROPRI- 
ATE PLAY  MATERIALS  * 
(Possible  range=0-9) 


MATERNAL  INVOLVEMENT 

WITH  CHILD 
(Possible  range=0-6), 


OPPORTUNITIES  FOR 
VARIETY  IN  DAILY 
, STIMULATION 
(Possible  range=0-5) 


TOTAL  STIMULATION 

SCORE  ■ 
(Possible  range=Q-45) 


4  mo  . 


8  mo.v 


rcecnan 

Q  71 

0 

10  1ft 

1  u .  1  o 

•  Mean 

Q  OC\ 

Q 

Q  79 

-S.D. 

1.86 

1*77 

1.56 

UtsAA  an 

neaian 

£  on 

1 

R  QQ 

£  7fi* 
0 .  f\) 

R  7R 

S~.D. 

1.14' 

A  ~~ 

1.41 

1 .74 

an 

plcdi  an 

A  fiQ 

*T.  OJ 

5  01 

4  94 

'  Mean 

A  7fi 

S.D. 

1.10  ' 

•  1.03 

"  1.01 

Medi  an 

4.85 

7.07 

'  t 

8.36' 

Mean 

4.83 

4;  6.83 

7.91 

S.D. 

1.66 

i 

1.63  ■ 

1.49 

Median 

5.20' 

'  5.08 

5.49 

Mean 

4.73. 

.  4.76 

5:00 

S.D. 

.1.33 

1.23 

Median 

2.41 

2.80 

3.55 

Mean 

2.48 

2.80 

3.43 

S.D. 

.92  " 

1.15 

1.22 

Median 

33.65  ' 

35.08 

37.54 

Mean  • 

32.70 

34.41 

36.28 

s.d: 

•  5.06"" 

'  5.37 

5.60. 

process >  since  this  subscale  deals  with  the  ways  in  which  the  mother  en- 
courages developmental  advance  through  structuring  the  child's  play  periods. 
Section  IV,  Provision  of  Appropriate  Materials,  increased  steadily  with  the 
age' of  the  child,  indicating  that  toys  were  more  available  and  more  approp- 
riate  as  the  children  grew.    Opportunities  fcr  Variety  in  Daily  Stimulation, 
Section  VI,  also  increased  steadily  with  age:,  mothers  read  stories' of tener, 
care  was  more  consistently  provided  for  by  father,  and .more  time  was  spent 
with  the  family  and  relatives.    Consistent  with  the  majority  of. the  sub- 
scales  the  total  score  medians  increased  steadily  with  the  age  of  the.  child.  * 

Distributions  on  the  HSI  for  other  populations,  which' would  allow  com- 

f  ' 
parison  with  these  findings,  have  not  been  published.    Furthermore,  no  cri- 

terion  value  has  been- established  to  define  "poor"  or  "good"  scores.  In 
general,  however,  the  scores  reflect  thev  optimal  environments  one  might  ex- 
pect from  a  sample  such  as  ours.  . 

The  subscales  of  the  HSI  showed  positive  intercorrelations  at  each  time 
point  with  few  exceptions.    The  correlations  are  moderate  (range  of  tau  = 
-.01  v  .43),  however,  indicating  that  they  are  not  redundant  measures  of  the 
same  environmental  dimensions^. 

The  rank  order  relationships  of  the  HSI  scores  between  tirjie  points  ar£ 
-  '  v  /■  i  " 

somewhat  stronger  than  we  observed  for  the  interactive  "assessments  (Table  4T17) 

•Even  so,  they  are  lower  than  one  would  expect  for  a  soundly  developed  in- 

strument  with  high  interobs erver  reliability,  especially  since  many  of  the 

items  are. based  on  observations  of  the  home  environment  rather  than  on  epi- 

sodi  ^demonstrated  behaviors.  .  One  must  conclude  that  this  is  more  evidence 

of  the  many  kinds 'of  change  characteristic  of  infancy:    change  1n  the  baby,  . 

in  the  mother,  in  their  behavior,  and  in  the  animate  and  inanimate  stimulation 


TABLE  4.17 

.  •    CONSISTENCY  OVER  TIME  OF  VARIABLES 
FROM  CALDWELL  HOME  STIMULATION  INVENTORY  AT  4,  8,  12  MONTHS 


Variable 

c  » 

8  Months 

.    .12"  Months 

Emotional- 
And  Verbal 
Responsivity 

4  Months 
8-Months 

.33* 

.29* 
.29* 

Avoidance  Of 
Restriction  And 
Punishment 

4  Months 
8  Months 

.25*'  ' 

.31* 

.31** 

Organization 

Of  j 
Environment 

4  Months 
8  Months 

■     .21*  •  - 

.13*  '• 

:.26* 

Provision  Of  • 
Appropriate 
Play  Material 

4  Months 
.8  Months 

.24* 

.21*  • 
.27*' 

Maternal 
Involvement 

With  Child 

♦ 

4  Months 
8  Months 

;  .19* 

.16* 
.24* 

Opportunities  For' 
Varietyc  In  Daily 
*  Stimulation 

4  Months 
.  8  Months 

.28* 

• 

•  ,    '  .27* 
.48* 

Total 
Stimulation 
.  Score  •' 

'4'  Months 
8  Months 

*  * 

.44** 

139* 
.44* 

♦Kendall  Correlation  Coefficients;  p  <.01;  N=156-164  ' 


226 

4.55 


of  the  home  environment.    Che  moderate  consistency  of  HSI  scores  also  means 
that  .early  assessments  of  the  home,  stimulation  are  not  interchangeable  with 
those  later  in  infancy.   With  long-term  criterion  measures,  the  optimum- timing 
,for  this  type  of  evaluation  will  become  clearer. 

As  with  the  findings' for  our  other  .environmental  assessments,  the  HSI 
scores  were  positively  related  to  maternal  education;  the  strongest  associa- 
tions  were  with  the  total.  HSI  scores  (tau  =  .32,'  .41,  and  .36  for  4,  8,  and 
12  months  respectively).'  These  findings  are  comparable  to  those  of  Elardo 
et  al_;  their  correlations  with  education'  ragged  from  .25  to  .55.  ■ 


'  RELATIONSHIPS  BETWEEN  ENVIRONMENTAL  ASSESSMENTS  _  : — 

To  what  extent  does  the  Home  Stimulation  Inventory  reflect  our  other- 
environmental  assessmpnts— those  focusing  on  maternal-Infant  Interaction? 
Table  4.18  shows  that  mothers  with  high  HSI  scores  tended  to  give  more  posi- 
tive- and  fewer"  negatv-e  messages  to  their  children,  were  more  facilitating  - 
when  teaching,  and  showed  more  adaptive  behavior  during  feeding.   The  babies 
-in  high- HSI  environments  showed  some  indication,  even  as  early  as  infancy,' 
of  better  interactive  behaviors  during  teaching  and  feeding.   The  correla- 
tions between  environmental  assessments  'are  not  so  high,  however,  that  they^ 
suggest  redundant  information.    The  findings  reflect  the  fact  that  each 
method  was.  devised  to  tap  different  aspects  of  the  environment,  yet  the 
interrelations  show  a  logical  consistent,  pattern  across  methods.  , 

;  •  summary' 

In  general,  the  relationships  found  between  the  environmental  assess- 

o 

ments  and  maternal • education  make  sense  and  confirm  other  findings  in  the 
literature.    They  also  lend  a  degree  of  construct-validi,ty  to  the  assessment 
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TABLE  4.18  ; 

CORRELATIONS  BETWEEN  THE  TOTAL  HSI  SCORE 
AND  TEACHING  AND  FEEDING  SCORES 


4  mo.      "8  mo. 


TEACHING 
Maternal : 


Easy  .    *  .27*  .31* 

Positive  Messages         Hard  '     >31*  >28* 

Easy         -.05  -.17* 

Negative- Messages         Hrard  \    _>04  _#32* 

'    -      —     -      Easy^       .11*  .01 

Techniques                  Hard;          J3*;  _.0i 

\ 

*  \        v               Easy           .18*'  .  .34* 

".Facilitation                Hard           J3*  -  ,29* 


Infant: 


Easy  .08  '  .11* 

Readiness  to  Learn        ^rd  ^9*  .02. 


FEEDING 


Maternal  Score  <  .  .  -28*  .35* 

Infant  Score  \         .13*-.  .18* 


* 

♦Kendall  Correlations,  p<.05. 


\ 

\ 


\ 


/ 


4.57 


methods  and,; when  more  long  range  outcomes  are  available,  may  well  lead  to 

better  understanding  the  underlying  processes  responsible  for  the  influence 

_        .  j     .'  ■  •  - 

of  maternal  education  on  child  development. 

cSome  of  the  relationships  tested,  however,  did  not  turn  out  as  expected. 

Significant  correlations  between  the  ordinal  perinatal. risk  score  and  the 

I  •  "  i s      ■     i  -  ' 

environmental  variables  were  very  few  and  low  (range  -.13  to  s.21).   Theyf  were 

also  so  Inconsistent  across  types  of  variables  and  ages  as  to  be  uninterpret- 
able  1n  any  meaningful  way.   It  would  seem  that,  especially  for  the  infants, 
perinatal  physiological  compromise  or  trauma  would  Influence  later  Inter- 
active behaviors.   Perhaps  the  explanation  for  the  lack  of  findings  rests  1n 
the  method  of  scoring  perinatal  risk  or  1n  the  low  'incidence  of  severe  com- 
plications  within  our  sample. -  Or  perhaps  there' are  factors  within  the  environ- 
ment Influencing^eveiopment  which  override  early  physical  events,  jhls  last 
Interpretation  Is  consistent  with  the  recent  report  of  the  National  Collabora- 
tive Study;  a  much  greater  proportion  of  variation  1n"4  year  Stanford-B1het 
.scores. was  explained  by  maternal  education  and  socioeconomic  variables  than 
was  accounted  for  by  the  physical,  biological  birth' variables  (Broman  et  a]_., 

1975). 1  "  '  •     J         r  : 

The  maternal  and  child  behaviors  exhibited  by  our  study  families  were^. 
on  the  average,  logical  for  tjje.  developmental  stages  during  Infancy.   The  data 
describe  a  generally  healthy  group  of  mothers  and  babies  in  terms  of  environ- 

♦ 

ments  conducive  to  social,  emotional,  and  cognitive  development. 


.    .  ^e  environmental  variables  1n  our  study  were  also  tested  for  associa- 
•tiorKwIth  sex  of  the  baby.   Only  one.  low  correlation  was  found  to  be 
statistically  significant;  .considering  the  number  of  possibilities  tnat 
one  1s  und^bte^ly^piiHous. 


POO 

%j 
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Variability  among  families  and  across  ages  was  evident,  however, 
suggesting  different  styles  of  Interaction  arid  different  requirements  for 
adaptation  as  the  children  grew.   The  stability  of  the  environmental  varl- 
ables  over  t1me.was.low,  with  maternal  behavior  showing  more  consistency 
than  Infant  behavior.  This  1s  logical:  we  would  anticipate  adult  behavior 
-to-be  more  stabilized  than  that  of  a  rapidly  developing  Infant 

Considering  the  Inconsistency  between  Individuals  over  time  1n  their 
Interactive  behavior/  the  stronger  relationships  between  mother  and  Infant 
behavior  at 'any  given  time  1s  of  particular  significance.  The  trends  of  our 
findings  showed. a  similarity  between  the  mothers  and  babies  at  eadyage 
assessed/That  1s,  when  mothers  were  more  facilitating  their  Infants  showed 
Wenreadlness  to  learn.   When  the  mothers  were  more  adaptive  during  feeding 
so  were  their  Infants.   Similarly,  less  positive  behaviors  were  also  shared 

by  both  members  of  the  pair.   This,  all  suggests  to  us  that,dur1ng  the  first 

•  ...  ".       •  * 

year  mothers  and  babies  experience,  times  of  "going  apart"  1n  their  Inter- 
actions  and  then  "coming  together"  again.  ] 

f 

The  three  major  environmental  assessments  tested  1n  thtr* study  were 
proven  to  be  feasible  operationally*   For  observations  at  any  given  point  1n 
^tlme,  the  observers  felt -the  mothers  1n„ general  were  not  distracted  by  their 
presence,  .and  that  the  episode  ratings  represented  a  true  picture  of  the 
mothers'  behavior.   At  the  least  one  can  be  confident  that  scores  are  not 
inflated  by  observation,  since  1t-1s  very,  difficult  to  "stage"  such  skills. 

The  interobserver  reliability  for  the  teaching  and  feeding  scales  was 
respectable,  and  Indications  are  that  1t  will  be  even_h1gher  1n  more  hetero- 
geneous .populations.   Our  experience  reiterates  the  Importance  of  adequate 
training  and  calibration  1n  the  use  of  the  observation  scales.'  We  have  ) 
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trained  a  few  loci!  non-project  personnel  to  use  the  scales.   High  Inter- 
observe>^rel  lability  was  achieved  on  the  teaching  observations  after  15 
hours  of  Instruction..  Videotapes  were  used,  yet  live  Interaction  would  serve 
as 'well 'for  Instruction  and  reliability  checks.   It  has  been  noted  that  the 
training. time  required  differs  according  to  whether  the  trainees  are  used  to 
observing  personal  Interaction.  '  '  v 

--For  the  Reaching  and  feeding  scales  to  be  useful  In  practice,  prepara- 
tory instruction  must  go  beyond  how  to  rate  behavior.   Concepts  like  "sen- 
sitivity" and  "timing?  and  their  Importance  must be  understood.  Unless 
observers  have  this  understanding' and  a- knowledge  base  of  f1nd1ngsUifl$&QSU_ 
parent-child  Interaction  to  development,  the_rat1ng^an_not  be  Interpreted' 
or  used  as  a  basis  for  action.   For  example,  for ,.the_ mother's  rating  on  ^ 
•teaching  techniques  to  be  meaningful,  the  practitioner  must  understand,  ,  ^ 
that  Intrusive  mothers  Inhibit  Independent  actions  by  the  child.  •  , 

-   Each  of  the  three  assessment  methods  presented  here  serves  a  "Somewhat 
different  purpose.   The  HSI  evaluates  the  stimulation  avail-able  to  the/young 
"  child  from  a  broad-perspective  Including  his  exposure  to  a  larger  social 
environment  and  to  inanimate  objects.    If -the  observer  has  reason  to  be  In  th 
home  for  any  assessment  purpose, ^most  of  the  ratings  can  be  done  on  the  basis 

of  what  goes  on  during  the  visit;  only  about  five  minutes'  additional  1nter- 

**  - 
viewing  of  the  mother^ls  required  to' complete  the  HSI. 

The  Interaction  scales,  on' the  other  hand,  assess  more  specific  samples 
of  behavior  1n  greater  depth.   The  teaching  observation  shows  how  the  parent 
assists  or  inhibits  the  learning  processed  the  Involvement  of  the  infant. 
The.  feeding  observation* $hows  the  affection,  organizational  skills  and  adap- 
tive behaviors  of  the  mother  and  the  child's  reponsivene^s  during  a  necessary 
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averyday  task.   The  teaching  episodes  are  more  readily  generated,  not  being 
as  restricted  teethe  child's  schedule  as  the  feeding;  as  for.'tht-  time  re- 
quirements, an.  average  of  .3  minutes  Is  not  exces.  ye/- Assessment  of  feeding 
on  the  average  1s  more  time .consuming;  the.  length. of  the  sessions  varies 
greatly  and  can  take  up  to  45  minutes.  Thejeeding  interaction,  however,  be- 
cause it  is  such  an  integral  part  of  child  rearing,  may  be  amore  sensitive 
reflection  of  parent-infant  relationships  and  adaptation,  'especially  for  very 

*  • 

young  babies.  -  >  .  ^ 

The  knowledge  base  to  accompany  .parent-child  interactive  assessment  will 
be  broadened  with  the  future  findings  of  this  and  otter  rel ated  studies-. 
Meanwhile,  there  is  little  doubt  that  methods  like  tte  three  discussed  in  this 
chapte7~arelxtFei^  in- increasing  the  observer's  sensitivity  to-  the 

developmental  environment.  .While  clinicians  can 'intuitively  specify  When 
something  is  wrong  between  a  parent  and  child  (as  they  .did  fn  the  "inter- 
viewer  impressions"  in  this. study),  these  impressions  are 'not  of  much  utility 
ir^ specifying  the.  nature  of  the  problem  or  what'should  be  done  about  jt.  "  The 
observation  scales  and  the.Home  Stimulation  Inventory  presented  here  do  . 

result  in  descriptive  profiles' of  the  environment  en  dimensions  empirically. 

o  .  •  -  % 

developed;  they  increase  the  scope  and 'depth  of  the  informational th  which  . 
the  clinician  has  .to- work...*  •       °  "  . 


.      APPENDIX  4.1 
SUMMARY  OF  ENVIRONMENTAL  VARIABLES 


1  Source 

'  f 

Variable   .  "* 

Composition  of 
Variable  Set 

•  Direction  of  Values 

Feeding  Rating  Scales    Maternal  Feeding  Score     Sum  of  Scores: 


*~4>~    (1  »4,8,12  months) 


Infant  Feeding  Score 


Items  1*11,21  recoded  on  4-point 
scale  (see  text)  (Items  3  &  10 
>  are  omitted  at  8  &*12  mos*) 

Sum  of  Scores: 
Items.  12,13,15-20  recoded  on 
4-point  scale  (see  tfext)  (Item  17 
omitted  at  1*  &  4  mos.) 


high*optimal  behaviors^ 
h1gh*optimal  behaviors 


Feeding  Interview 


Feelings  about  Feeding 
Feeding  Permissiveness 

Ease  of  Feeding 


Individual  score: 
14,  Feelings  re  feeding  # 

Number  of: 
3,  Demand  schedule  x(l) 
6.  Allows  messiness'.(4-7) 
"  7.  No  '"clean  plate"  policy.  (2) 

Number  of: 

♦  8.  No  difficult  feedinqs  (5) 
-  11.  Satisfied  with  technique  (1) 
17.  No  concerns  re,  feeding  (2) 


tffgh^unpleasant. 

,  r 

h1gh*permissive 
"htgh«easy  to  feed 


Feeding  Impressions       -M-I  Conmunication 
\         during  Feeding 


Organization  of  Feeding 


Number  of: 

1.  Waltzing  more  than  half 
time  (5-7) 

2.  Positive  M-I  relationship  (1) 
4.  Mother  likes  infant  (1) 

8.  No  concerns  re  M-I  pair  (3) 


high«good 


Number  of: 

2.  Few  interruptions 

(0-l|  . 

3.  Appropriate 

utensils  (1) 

4.  Appropriate  food  (1) 

5.  Organized *prepara- 
'     tion  (2) 


high  «  organized 


/ 


Teaching  Rating  Scales  Maternal-Positive  Message 
(1,  4,  8,  12, months)' 


Maternal -Negative  Message 
Maternal  Techniques 

Maternal -Faci 1 i  tati  on 


ERLC 


fiaternal -Style  of 
Interaction 


Maternal -Exploratory- 


Average  of  scores:  ' 

10.   Positive  feedback 

23.  Affection  «*. 

Average  of  scores: 

11;  Negative  feedback 

24.  Disapproval 

Average  of  scores: 

12.  -Modeling 

15.  Directions 

16.  Forcing 

17.  Physical  guidance/ 

Average  of  scores:  j 

13.  Management  of     ,  { 

materials  ; 

14.  Positioning  of  Infant' 

18.  Timing  J 

21.  Sensitivity  \ 

Individual  score:  \ 

22.  Style  of  inter-j 

action  k 

Individual  score:  1 
,    19.  Exploratory 


higly*'highly  positive 

/ 

h/gh  =i  -highly  negative 


high  =  highly*directive 


high  =  good *facili tati on 
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high  =  verbal 
low  's  non-Verbal. 


high  *  allows  much 
exploration 
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Source  ;  Variable   * 

Teaching  Rating  "Scales    Maternal  -Comfort 
\  (continued)  - 

Maternal-Disbrow  Score 


1  (continued)' 
*  Composition  of 
Variahle!Set 


Direction  of  Values 


Infant-Readiness  to  Learn 


Infant-Initial  State 
* 

Infa-nt-Oispleasure  . 
Infant-Verbal 
Infant-Success 
Infant-ActivTty 
Infant-Disbrow  Score 


Individual  score: 

•  20.  Comfort 

Ave  rageof^sjtarfrs^- 

All  maternal*  teaching 
itens^fsee  text) 

Average  of  scores r 

6,    Intensity  *of 
involvement 
*  7.    Duration  of 
>  involvement 
9r  Alertness 

3.  Attentiveness'to 

task-help 

Individual  score: 
.    1.    Initial  state 
Individual  score: 

2.  Displeasure, 
Individual  score: 

4.  Verbal 
Individual  jscore: 

5.  Success  . 
Individual  score: 

8.  Activity 

Average  of  scores: 

All  infant  teaching 
items  (see  text) 


high  s  comfortable 

high  =  positive. behavior 

1 

high  = ' h i ah  involvement 


high  *  more  awake,  active 
hiqh  =  high  pleasure 
high  = ' high  verbal 
high  =  successful.  *« 
hiqh  =  hi  oh  activity 
high  =  negative  behavior 


Interview             '  * 
(4,  8  months) 

Maternal  Health 

<>  * 

Individual  s.core: 

8.    Health  ratinq  of  self 

hiah 

=  poor  health 

Infant  Health 

Individual  score: 

high 

=  poor  health 

11.    Health  rating  of*' 
infant 

Paternal  Health 

.Individual  score: 

hiqh 

=  poor  health 

14.    Health  rating  of  father v 

Caldwell  Home  Stimu- 
lation Inventory 

"                      -  ;  

Emotional  and^Verbal 
Responsibly 

t  SUm  of: 
Section  I 

high 

=  responsive 

(4,  8,  12  months) 

Avoidance  of  Restriction 
and  Punishment 

Sum  of: 
Section  II 

hiqh 

=  not  punitive 

>■ 

^Organization  of  Physical 
>  and  Temporal. Environment 

Sum  of:  . 
Section  III 

hiqh 

=  organized 

Provision  of  Appropriate 
Play  Materials  *v< 

Sum  of: 
Section  IV 

high  =  appropriate  play 
materials 

■> 

*  ' 
Maternal  Involvement  with 
Child    c  * 

Sum  of: 
Section  V 

high 

=  involved 

\ 

Opportunities  for  Variety 
i->  Oaily  Stimulation  * 

fotal  Stimulation  Score 

Sum  of: 
Section  VI 

high 

=  many  opportunities 

/ 

Sum  of: 
All  sections 

high 

=  good  stimulation 

— * 


Toy  Inventory 
(At  8,  liLmpnths) 


Number  of  Toys 


Individua.1  score: 
Numberj^Ltoys 


high  =  more  toys 


/  Ndise  inventory 
O    8,  12  .months) 

ERJC 


Noise  Score* 


Product  of: 

Noise  level  ratin 
Number  of  nojfses 


high  =  more  noise 


H34 
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UHivasi]n'oF7vAsaiNCTOH 

School. of  Nursing  . 
NURSING  CHILD  ASSESSMENT  PROJECT 


MANUAL  FOR  RATING  MOTHER- INFANT  INTERACTIONS 
DURING  TEACHING  SITUATION 


INFANT  BEHAVIOR  O 


Initial  State  cf  Infant 


This  scaie  is  included  primarily  to  provide  infornation 
abput  the  .degree  of  handicap  under  which  the  mother  starts 
her  task  presentation.  .  * 

1.  .Asleep;  eyes  closed 

2*.    Drowsy;  drooping,*  partially  closed  eyelids,  lnter- 
.nittsntly  closing  eyes  '  x 

3.    JQuiet  awake.    Infant  clearly  awake  with  eyes  open. 
Physical  activity  at -a  minimum.    Movement  lir.ltcd 
•  to  twovextrcnitles    or  less.    Attention  is  focused 
otv  some  part  of  the  environment.  1 

4..   Active  awake,  not  crying.    Infant  animated,  phys- 
ically attlve,  looking  about.    He/she' cay  fuss,  but 
la  not  considered  "crying"  unles-  he  fully  cries 
.  .during  core  th  .in- half  of  the  30  second  rating  period. 

5.    Crying.    Infant  cries  during  more  than  half  the 
state-rating  period. 


B.     Infant's  Displeasure  during  Task 

This  scale  la  Intended  to  focus  on  the  negative  or  dis- 
tressed end  of  the  happy-unhappy  contlnuua,  and  should 
reflect  the  cnount  of  tlzic  the  infant  was  clearly  dis-  f 
pleased. 

1.  Infant  displays  displeasure  nearly  constantly,  ia 
indicated  by  crying  or  active  fussing.    Infant  Ray 
attecpt  to  remove  hlo/l.erself  froo  the  situation. 
However,  If  the  infant  crawls  away  out  of  ut tract Ion 
to  socethlng  else,,  inattention  to,  the  task,  or  to  <• 
tease  the  mother,  one  can  not  score  him  as  trying  to 
escape  from  a  presumably  averslve  situation.  Clear 

|       displeasure  must  be  displayed  through  vocalizing  or 
1       facial  expression,  including? crying,  fussing,  whining, 
!'    .  fretting  frowning,  etc.  Y 

2.  Infant  displays  displeasure  more  than  half  the  tine. 
,  |      Unhapplness  pay  be  arrested  temporarily  by  an  inter- 

|      estlng  spectacle  or  soothing  procedure.  % 

3.  •  Infant  displays  displeasure  about  half  the  tine. 

\  It  is  not  necessary  to  distinguish  between  a  "neutral" 
^    or  "happy"  state  as  regards  the  remainder  of  the  time. 

4.  Infant  displays  displeasure  less  than  half  the  tine. 

5.  Infant  displays  no  displeasure 


C*    Responsiveness  to  Mother's  Task-Help 

Ihls  scale  provides  information  about  the  degree  to  which 
the  infant  makes  it  worth  the  mother'a  efforts  to  try  to 
teach  him/her.    Apart  froo  whether  the  infant  succeeds 
In  pt-rfqrnlng.tne  task,  we ; want  to  know  the  degree  to 
which  trie  Infant  tunes  in  to  the  mother \s  attempts  to 
teach",  which  presumably  can  be  conslHered  a  form  of 
feedba-k  from  the  infant.    Ratings  should  be  bas.ed  upon 
infant  behavior  rather  than  upon  mothers'  sensitivity 
to  infant  behavior;  the  lrrfant  ahould  be  considered 
"responsive"  on  those  occasions  in  which  the  rater 
observes  responsiveness  but  which  the  mother  apparently    ♦  ^ 
misses.    Taak-nelf  refers  to  any  of  the  possible  things 
a  mother  might  do  to  elicit  performance  or  partial 
pctformance,* such  as  getting  thclnfant's  attention, 
eliciting  necessary-motor  activity,  etc: 

0.  Not  applicable.    Mother  gave  no  task-help.^ 

1.  No' attention  to  teak-help.-   Infant  did  not  do  as 

„   he/she  waa  told,  urged,  coaxed,  or  otherwise  directed 
relative  to  the  task.    This  could  be  'due  to  outright 
rejection  of  the  task,  disinterest,  tantrums, 
sleep,  etc.  »  , 

2.  Attention  to  taak-help  leaa  than  half  the  time. 
Infant  msy.look  briefly  when  mother  urges  him  to 
look,  for  example,  but  doea  little  more. 

3.  Attentate  task-help  approximately  half  the  tine. 
Attention  more  than  half  the  time.  ^ 


Infant  continuously  attends  to  mother's  taak  help. 


4 
5 

Vote :    Mothers  may  vary  considerably  in  their  amoVit  of 
task-help.    However,  Infant  .ahould  be  rated  on  theV 
basis  of  the  actual  task-help  given,  even  ihough  the\e 
might  no,t  be  much  task-help  to  respond  to 


D.    Infant  Vocalization 

Amount  of  tfme  the  Infant  spends  cooing,  gurgling, 
babbling,  talking,  etc.    excluding  crying  and  involuntary 
respiratory  noises.    When  in  doubt,  the  rater  should 
assume  a  vocalization. 

1.  Infant  does  not  vocalize 

2.  Less  than  half  the  time 

3.  About  half  the  time 

4.  More  than  half  the  time  S 

5.  Infant  vocalizes  nearly  continuously 


APPENDIX  4.2  (coritinued--page  2) 


« * .  r***  succ«*» 

IH*  »r«le  provided  Ir.f .Mnut ion  about  whether  the  Infant 
nucceaaful  with  ts.c  task,  end  the  degree  of  autonomy 
#ucces*  tfs~.  the  mother's  efforts.    Succeas  It 
(At*  I  on  b»sl»  ot  lAtei's  perception,  rether  then  mother's 

:.    Ir.fant  does  net  t:\  to/ do  the  teak;  infant  doea  nothing 
rore  than  loot,  a;  (he  materials  or  hla/her  bother. 

•..;.»:    1-c.onth,  .ilzx_..^zc  "Social  Smile"  task.    If  the 
■■fin:  vetches  t!»e  r!-:hev  but  fails  the  ta:.k,  he/she 
l.c  rated*": 

s Infant  tries     ;  *'.\\'.*  the  tas»k,  with  or  without 
anther's  help. 


).    Infant  succc*?: 
with  mother's  - 
Instances  in  v, 
only  when  the  ■ 
"response. 


>  .Vsplctcs  the  task,  but  only 
■  •Ml  help,    llila  applies  to  those 
}  •••  infant  can  perform  the  task 
is  physically  guiding  his/her 


NoTF:    1-month  tw  Kcd  Ring"  task  should  be 

r.rertd  "3"  when  r*  i-olds  ring  against  Infant's  palm, 
telle! ting  grasp  re;l.\.  bat  does  not  release  her  support 
cr  pressure  on'  tre  r  :•*.$. 

4.  Infant  success':. \\\  completes  task  by  him/herself 
after  the  ret".:  s  teaching  of  any  kind,  Including 
simply  tellit;-.  :  c  infant  what  to  do. 

5.  Infant  succe*>:'. -ly  and  spontaneously  completes  the 
task  without  j.-v  rhysical  help  >or  instruction  from 
the  rather. 


F.    Involvement  vi:\  Task:    Intensity  V 

*  This  scale  involve*  :?e  quality  or  character  of  the 
infant's  involvcce:::  vith  the  task,  and  differs  from  9 
Scale  C  in  that  tvc  :;;f ant's  own  interest  in  the  materials 
and  task  may  not  ~i:c**&rlly  correspond  to  mother's  task- 
help.    Intensity  r.:ii:*.$s  should.be  based  on  whatever 
rating  represents  Vt  infant's  maximum  involvement:  When 
the  light's  on,  hrv  bright  is  it?  f 

1.  Infant  is  bare I v  there.    Infant  displays  active  or 
passive  reject-..--  s(  the  materials  and  task.  This 
would  occur  vivr.  the  infant  never' wants  to  have 
anything  to  do    ;;h  the  task. 

2.  Infant  display  s.ild  interest,  such  as  passive  looking 
unaccompanied  Vy  Approach  behavior. 

3.  Infant  display  -^derate  interest  which  includes 
approach  trove-*-:  .<  > 

4.  Infant  appears  z.vuscd  on  and  involved  with  the  task, 
-   '      but  involve^er.:  is  less  than  intense. 

5.  Infant  display*  ejjer,  intense  enthusiasm  and  involve- 
ment with  the  as  indicated  by  facial  expression 
and  body  rove-:e:'r. 


C.    Involvement  wi;-  Tcsk:    Duration  '  ~ 

This  scale  involve*         amount  of  time  the  infant  is 
involved  with  ti"i  :a*k,  regardless  of  his/her  enthusiasm. 

1.  So  interest  i-  ti?k  or  task  materials.    Infant  never 
becomes  invo!\.*£.  ' 

2.  Infant  involve:  v::h  task  less  than  half  the  time. 

3.  Infant ©involve:  vith  task  approximately  half  the  time. 

4.  Kore  than  hat:  :-e  time. 

5.  Continuous  ir.'.vlwment  with  the  taak. 
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K*    Activity  , 

This  is  a  physical  motion  acale.  Kate  in  terms  of  , 

amplitude  of  motion  and  the  most  characteristic  level 
of  entire  teaching  episode.  ° 

1.  Infant  stays  quietly  In  one  place,  with  no  self- 
'initiated  movement  apart  from  aucking  and  other 
faclsl  movement. 

2.  Infsnt  is  motorlcally  quiet  although  moves  head 
and/or  head  and  hands,  and/or  hands  alone. 

3.  Infant  displays  moderate  activity,  including  head- 
arms-trunk,  ht»ad-Icgs-trunk,  arms  only,  or  legs  only. 

A.    Infant 'displays  large  muacle  activity  in  all 
extremities. 

5.    Vigorous  large  muscle  activity  in  all  extremities* 


I.    Alertness  as  conveyed  through  facial 'expression 

Thla  Is  sn  "animated  faclal'expresslon"  scale  in  which 
considerations  of  physical  activity  should  be  excluded 
from  the  ratings.    Ratings  should  be  baaed  on  instances 
of  maximum  animation. 

0.  Impossible  to  rate  because  of  prolonged  crying. 

& 

1.  Dull;  unresponsive  to  stimuli.    Minimal  focusing  on 
either  mother,  task  materials,  or  features  of  room. 

-   .  * 

2.  Somewhat  alert., 

3.  ^Infant  seems  focused  but  without  enthusiasm.  - 

*       '*  _  V"  • 

A.    Alert.    Infant  focused  with  some  enthusiasm. 
5.    Infant  alert.    Focused  with  intense  enthusiasm. 
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^ MATERNAL  BEHAVIOR 


\A.    Contingent  Poative  Feedback  (Verbal  and  Nonverbal) 

j  * 

V  Positive-  feedback  here  la  defined  as  either  verba\  (e.g. 
"Cood  for  you,"  "That's  right ,"  etc.)  or  nonverbal  (patting, 
hugging,  smiling  at  Infant)  behavior  which  is  clearly  % 
approving  of  something  the  infant  has  juat  done  which  la 
compatible  with  the  teaching  process. 

r*  , 

,  O.^-Sotapp  11  cable.     Infant  never  did  anything  appropriate 
(I.e.  never  attended,  never  attempted,  etc.). 

1.  :*cvex(.    Mother  gave  no  positive  feedback. 

2.  Once  or  twice. 

3.  Occasionally:    3-5  tines 

A.    Frequently:    6+  tices  r 

b*    Continuous  positive  feedback  given  to  infant's  task- 
appropriate  behavior. 

 :  :  *  ^  

.B.    Contingent  Negative  Feedback. (Verbal  and  Nonverbal) 

Mother's  negative  feedback,  either  verbal  (e.g.  "NO," 
"That's  wrong,"  "Don't/do  that")  or  nonverbal  (slapping, 
spanking*  taking  infant's  hand  or  materials  from  mouth, 
takit:g  materials  from  infant ' s  hands,  etc.)  follows 
Infant's  task-ir.approprfate  behavior,  including  inattention, 
Even  though  some  cothers  may  "correct"  and  reprimand-  in  a 
playful  manner,  the  reprimand  should  be  rated  as  negative 
feedback  because  of  the  content.    Bote  that  inhibiting  .the 
infant's  behavior  is  considered  negative  feedback. 

C.    Kot  applicable.    Infant,  didLnothing  inappropriate  or 
incompatible  with  task  performance.  >. 

1 .  Never 

'  * 

2.  Once  or  twice 

j.    occasionally :    3-5  times  ' 

Frequently:    6+  tires* 

5.    Continuous  .negative  fe**McV  for  ra«k-inrorp*Mhlp 

bthavior.    Infant  is  unable  to  get  away  with  anything. 


Ol   Management:  Materiala 

Thia  scale  involves  how  well  mother  managea  the  physical^ 
aspect  a  of  the  aituation,  and  haa  nothing*  to  do  with  her 
teaching  style,  interaction,  or  motivation*    In  rating 
this  acale,  kcep^in  mind  how  eaay  or  difficult  the 
mother  makea  the^task  on  the  basis  of  her  managing  th- 
materials.    Arc  there  utfneceasary,-. distracting  ©ater'  ila 
lying  about:    Can  the  infant  reach  the  materials  caaily?  • 
Is  the  working  surface  the  right  height  and  firmness? 

0.  Not  applicable.    No  material?  needed  for  task. 

1.  Very  poor fman.«gemcnt-  'Physically  impossible  for 
baby  to  do*  the  task,*  due  to  mother's  poor  management 

.  (e.g.  materials  outside  infant's  reach).  . 

2.  Physically  difficult  for  baby  to  perform  task. 

3.  Moderately  good  management .    ''bvkrsights"  balanced 
by'good  features.    Mother  corrects  her  mistakes. 

„•  ■  *». 

4.  Good  management. 

5.  Excellent  management.    Mother  makes  the  task  easy 
by  her  management  of  materials.    Does  extra  clever, 
Inspired  things  to  maximize  performance. 


E.    Management:  Infant 

This  scale  is  similar  to  "D",  but  deals  with  the  moth**^. 
physical  management  of  the  infant,  rather  than-^fce^ 
materials. ^Note  whether  the  infant  «is  placed  in  in  s 
awkward  position,  whether  mobility  which  the -mother 
allows  is  detrimental  to  performance,  whether  arms^and 
hands' are  cramped  or  allowed  optimal  motion,  etc. 

Y 

1.  Very  poor  management.    Infant  is  in  an  impossible 
position  to  perform  the  task.    Mother  consistently 

^'-prompts  or  elicits  a  response  which  is  ir.ro*apatible 
with  the  required  behayior. 

2.  PhysJrally  difficult  for  baby  to  perform  task. 


C.  Modeling 

Mother  demonstrates  or  models  all  or  part  of  task  (i.e. 
she  shows  him  all  or  part  of  what  she  wants  him  to  do). 

1.  *  v*    .  /  • 

2.  Oa*.' 

3.  *»'ca  .-.ca»!l.»:    l-h  tices 

4.  Frequently:    c+  times 

5.  Nearly  constantly.    Infant  can  hardly  do  the  task  due 
tc  .-^other's  possession  ot  the  materials. 


3.  Moderately  good  management, 
by  good  features. 

4.  Good  management. 


"Oversights"  balancer) 


5.    Excellent  management.    Because  of  the  way  mother 
manages  the  infant,  It  would  be  easy  to  pcrfornuthe 
task  if  he/she  could.    Inspired,  clever  mother. 


9 

-EMC— 


23'' 


F.    Mother's  Direct  I veness:    Amount  of  Direction         —  —  " 

This  scale  refers  to  the  amount  of  time  spent  by  the  • 
mother  in  giving  directions  of  any  kind , ^including  both 
verbal  (telling,  coaxing,  ef:.)  and  nonverbal  (ccoellng, 
gesturing,  pointing)  messagef  to  the  child  to  perform. 
The  kind  of  directions  and  the  affect  accompanying  then  . 
are  not  important. 

1.  No  directions  or  instructions  given.    Mother  does 
^nothing  to  direct  attention  to  the  materials. 

2.  Mother  spends  less  than  half  the  time  giving  direc- 
tions, allowing  the  infant  to  solve  the  problem  . 
without  her  stimulation  or  engage  In  non-task  behavior 
the  majority  of'  the  time.  ' 

3.  Mother  directs  infant  about  half  the  time, 

4.  Mother  directs  infant  more  than  half  the  time. 

5.  Mother  directs  infant  continuously,  never  cycles^ 

NOTE:      On  1  and  &  month  tasks  In  which  the  mother  must 
suspend  the  ring,  a  rating  of  "1"  is  considered  impossible 
if  the  mother  holds  the  ting  in  front  o.  the  infant. 


APPENDIX  4.2  (continued-page  4) 


G.    WotKcrSs  Directiveneaa.:    Amount  of  Phyaictl  Forcing 

Thia  scale  involve*  the  number  of  tlsea  t)it  mother 
physicelly  force*  the  infsnt  to  complete  the  tssk.  It 
docs  not  include  instance*  in  which  the.  Bother  farces  or 
guides  psrt  of  the  tssk,  sllowing  tfhe  infant  to  complete 
the  lequiVed  action  on  his/her  own. 

1.  Never 

■  2.*  Once  or  twice 

3.  Occasionally:    3-5  tiocs 

4.  *  Frequently:    6+  times 

*  5.    Nearly  continuously,,  *  * 

KOTE:    1-month  2nd  tack  -"Reaches  for  Dangling  Rir.R"  task. 
If  rothcr.  physical^  ©Ubhes\  £he  infant's  arm  toward  the 
Ying,  even  slightly,  'this  *u>Lbe  consJdercd  n  "force." 
However,  if  mother  pushes  are  toward  ring  on  the  4-nonth 
"Reach  for  and.Crasp  Ring*1  taski  this  would  be<considcrcd < 
"Guiding"  (Scale  H),  since  mothered  not  placed  ring  in  ^ 
infant/s  hand  and  closed  inf ahc\*.  tingera  around  it. 


A 


V 


rectiveness:  'Amount  of  Physical  Guidance 

\  * 

This  scale  involves  the  amount  of  physical  prompting  or 
•    touching,  or  physical  guidance  given  during  part  of  the 
behavior  required  to  performfthe  uatyt.    Mother  nay  direct 
the  infant's  srm  toward  sn  object  tot be  grssped,  or  may 
even  plsce  the  task  object  in  the  infant's  hand _as.lonc_as 
-she' rctrainsfrom  physically  causingMiim/her  to  complete 
the  task.  * 

1.  Never 

2.  Less  thanhalf  the  time  ' 
3  About  hslf  the  tine  '  , 

4.  More  thsn  hslf 

5.  Continuous  physical  guidance 


\  - 

X.    Timing  ( 

This  scale  involves  the  mother's  timing  of  her  presentation 
of  task-specific  stimulation,  with  respect  to  instruction 
(e.g.  offering  task-help  a.  the  appropriate' tine,  refrain- 
ing from  directing  or  aodf ling  when  appropriate,  etc.)  or 
with  respect  to  presenting  and  taking  away  materials.  Do 
not  rate  on  the  basis  of  timing  of  contingent  positive  or 
negative  feedback. 

1.  Consistently  poor  timing.    Mother  gives  stimuli  too 
fast  or  too  slov'ly,  misperceives  response  latency, 
interrupts  infant's  act!  -ity  to'a  degree  that  infant 
is  unable  to  enjoy  task  or  materials,  "teaches"  when 
infant  is  not  attending,  etc., 

2.  Generally  poor,  but  with  occasionally  adequate  timing, 

3.  Timing  is  good  as  often  as  it  is  poor. 

Ur    Timing  generally  good",  but  with  occasional  lapses.  / 

Excellent  timing.    .Mother  teaches  consistently  on 
basis  of  infant's  cues,  does  not  interrupt  his  efforts 
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J»    Permission  for  Exploratory  Behavior     (  * 

This^cslt  refers  .to  the  amount,  of  non-tssk-schieving 
playing  sround  the  mother  sllows  either  initislly, 
during,  or  at  the  completion  of  the -teak.  Explorstory 
behavior  includes  efforts  by  the  infan'„~to  familiarise 
hia/herself  with  the  materials  and  to  engage  in  non- 
task-specific  play.    In  order  to  qualify  for    extf,  or- 
atory" behavior,  the  infant  must  be  physically 
control  of  the  materials.-     '  „ 


\ 


0.  *  Not  applicable.    Child  makes  no  attempt  to  physically 

explore  the  materials.  "  -  * 

1.  'No  independent  exploratory  behavior  allowed  by 
uot'her,  cither  before  or  after  task  completion., 

2.  Mother  allows  only  brief  episodes  of  exploratory^ 
behavior.  The  exploratory  behavior  is  interrupted 
and  the  child  brought  back  to  the*  task.         '  t 

t 

3.  Mothc/allovs  reasonable  amount^of  exploratory- 
play  before  or  after  task  completion. 

A.    Mother  allows  extended  non-task  play  before  and 
after  task  completion.  < 

5.    Exploratory  behavior  is  frvely  allowed  with  no 
restriction  placed  on  the  amount, of  time  the 
inffntr engages  in  non-task-specific  play  with 
materials. 

NOTE:   During  1  and  A  month  tasks  in  which  the  mother 
-is-suspending  the  ring*  exploratory  behavior  can't 
occur  unless  the  infant  actually  manages  to  gain 
control  of  the  ring. 


K.    Mother's  Comfort 

This  scale  is  an  evaluation  of  how  comfortable  the 
mother  appears  during  the  teaching  task.  t 

1.  Vtyry  uncomfortable. 

2.  Mildly  uncomfortable. 

\ 

3.  Variable  in  comfort. 

A.  .Relatively  comfortable.** 

5.    Very  comfortable.  ^   _  -  —  ~ 


L.  Sensitivity 

This  scale  involves  "the  degree  to  which  the  mother  appears, 
tuned  in  to  her  infant's  communication  and  task  per- 
formance.   This  rating  might  be  facilitated  if  the 
rater  put  him/herself  in  the  pface  of  the  infant  and 
rated  on*the  basis  of  how  easy  or  frustrating  it  might 
be  to  communicate  with  that  particular  mother. 

1.  Insensitive  to  obvious  and  subtle  cues  of  infant's 
state,  mood,  task  behavior,  and  physical  needs. 

2.  Occasionally  responsive  to  obvious  signals,  but" 
misses  sope.  May  "notice"  and  comment  on  cues, 
but  fall  to  act. 

3.  *"Gcncrally  responsive  to  obvious  cues,  but  misses 

subtle  ones.  -  * 

A,    Responsive  to  obvious  cues  and  usually  responsive 
to -subtle  cues. 

5.    Ver^  sensitive:    almost  invariably  responsive  td 
subtle'  and  obvious  cues. 

Obvious  cues 
crying 
sleeping 
spitting  up 

actively  trying  to  escape 
active  involvement  with  task 

Subtle  cues  

mbtor  cues  for  eating  (e.g.  mouthing,  j:ooting>  ~" 

whimpering   — — - 

*  .smiling—" 

body  posture  indicating  task  rejection  and  frustration 
motor  movements  indicating  incipient  problem-solving 
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M*  *  Mother1*  Style  of  Interaction 

Kothtr'a  predoalnsnt  or  relative  ttylt  of  interaction  with 
her  infant  (not  with  Hom  Vlaltor  or  ether  children) % 

1.  *  Mostly  nonverbal:    gesturing,  modeling,  taking  objacte 
.  from  south  or  out  of  hand, "patting,  atroklng,  kitting, 

attracting  infant  to  teak  by  abating  or  banging 
materials,  etc.  ■ 

2.  More  nonverbal  than  verbal,  even  though  there  nay  ba 
«  large  amount  of  both  kinds. 

3.  Kalf  and  half 

4.  More  verbal  than  nonverbal 

5.  Mostly  verbal,  as  coopered  to' nonverbal .  », 


N.    Mother's  Display  of  Affection  for  Infant  - 

Thle  ftcftle  Involves  *a stages  of.  plcaaure  in  har  infant 
given  directly  to  tha  Infant  or  to  the  Hose  Vlaltor  In 
auch  a  way  aa  to  be  perceived  by  the  Infant*  Messages 
can  pa  given  either  verbally  or  nonverbslly,  but  should 
Include  specific  ststeoents  or  actions  rather'  than  aome 
Indirect  Inference  or  Impression  thst  ths  infant  Is 
"liked"  >y  his/her  mother. 

1.  }   Never      *  ^  \ 

2.  Once 

3.  Occaalonally,  2*3  tines 

4.  Frequently:    4-6  tines 

5.  Continuously 


0.    Mother's  Dlsplsy  of  Ksgstlve  Faallng  or  Dlsepproyel 

This  scale  Involves  meeeegee  of  dlsplessure  with  ths  Infsnt-* 
HoChsr  v«rbftilv  (You're  sur*  dunb)  or  nonverbslly  (scowle, 

-  sighs  loudly,  leughs  derisively)  expressss  hsr  negative 
feellnt  for  her  infant.  « 

1.,  Never  r-  

-  *  2.  Once 

3. '    Occasionally ,  2-3  tines  * 

4.  Frequently:    4-5  tines  ' 

5.  Continuously 


'1.    Does  mother  give  positive  sdclsl  feedbsck  to  task-  ' 
, incompatible  behaviors  as  often  (or  more)  than  for 
tssk-sppropriate  behaviors? 

2.  Did  you  like  this  mother? 
If  no,  why  not? 

3.  Are  you  worried  sbout  this  mother-infant 'pair? 

a.  Yes,  I'm  a  little  worried 
Explain 

b.  Yee,  I'm  worried  s  greet  desl 
Explain .. 

c.  No,  I'm  not  worried 

4.  Include  comments  msdc  by  mother  before,  sftsr,  or 
during  the  teschlng  episode  (after  instructions  hsve 
been  given). 


5. 


Comments  or  reactions  to  the  time  element  Involved, 
mother,  infant  qualitlea,  styles,  etc* 
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DISTRIBUTION  OF  INFANT  SCALE  POINTS  ON  EASY  AND  HARD  TEACHING  TASKS 


ONE  MONTH 


FOUR  MONTH " 


Scale  Points 


Scale  Items 


Infant  Scales'  (Easy) 
*  Initial  State 
Displeasure 
Responsiveness 
Vocalization 
Success 
Intensity 

^  Duration 

Activity 

.  -v*«, 

Alertness 


Infant  Scales  (fiard) 
'initial  State 
*  Displeasure  ~ 
Responsiveness 
^Vocalization 
Success  m 
Intensity 
„  Duration 
.  Activity 
Alertness 


1.1 
3.4 
12.1 
69.5 

2.y 

15.5 
16.1 
4.6 
7.3 


0 

6.0 ' 
14.7 
67.5 
23.3 
13.2 
15.2 
3.3 
2.8 


8.1 
12.6 
40.2 
30.5 

8.6 
41.4 
37.9 
42.8 
26.8 


4.0 
14.0 
26.7 
29.1 
10.0 
23.2 
33.1 
37.7 
17.6 


68.6 
8.6 

19.0 
0 

48.9 
24.1 
23.0 
37.6 
41.5 


68.4 
'9.3 
21.3 
2.0 
17.3 
27.8 
22.5 
36.4 
40.1 


18.6 
29.3 
23.0  • 
0 

37.9 
17.2 
16.4 
12.7 
20.1 


24.8 
22.0 
27.3 
1.3 
46.7 
27.8 
19.2 
18.5 
30.9 


'3.4 
46;0 
5.7 
0 

2.3 
1.7 
4.6 
2.3 
4.3 


2.7  , 
48.7 
10.0 

0 

2.7 
7.? 
9.9 
4.0 
8.S 


Scale  Points 


Scale  Items 

1 

2 

3  * 

4 

5  " 

 "  ;  

Infant,  Scales  (Easy)  * 

— — 

Initial  State 

0 

69.5 

29.3 

1.1 

Displeasure 

0.6 

1\7 

0.6 

17.2 

79.9 

Responsiveness 

>  2.3 

5.2 

11.5 

42.0 

39.1 

Vocalization  '  , 

53.4 

33.3 

8.0 

4.6 

0.6 

Success 

5.2  ' 

6.9 

77.6 

*4.<T 

Intensity 

2.3 

2.9 

■12.1 

44.8 

37  jf\ 

Ou rati on  ' 

2.9 

6.3 

14.4 

43.7* 

32. -8*. 

Activity 

0.6. 

27.6 

44.3 

22.4 

5^2- 

Alertness 

0.6 

2.9 

23.6 

44.8 

28.2 

I    ■  ■ 

Infant  Scales  (Hard)  ' 

* 

Initial  State 

0  t 

66  7 

,32.2, 

0.6 

Displeasure  J 

0.6 

5.8 

5.2 

19.1 

69.4 

Responsiveness 

1,7 

16.9 

27.9 

37.8 

15.7 

Vocalization 

46L-8  J 

42.8 

5.2 

5.2' 

0 

i 

Success 

5.8  ' 

t  18.5 

29.5 

41 .6 

4.6 

Intensity 

'  0.6 

8.7 

27.7 

39J_ 

Duration 

2.9 

/  20.2  - 

*  26".0T 

^35.3 

15.0 

Activity-  —  " 

0.6 

28.3 

42.8- 

22.0 

Alertness 

1.7 

•  7.5 

32.9 

41.0 

16.8* 

EIGHT  MONTH 


TWELVE  MONTH 


— 1^.  1 

Scale 

Poi nts 

Scale 

Points 

Scale  Items 

1  " 

2 

3 

4 

5 

Scale  Items 

1 

2 

3  ' 

4 

,5 

Infant  Scales  (Easy)  -  *  " 

Infant  Scales  (Easy) 

Initial  State 

0 

'  ,0 

62.1* 

37.9 

0 

Initial  State 

0 

0 

49.7 

49.7 

0.6 

Displeasure 

0 

0.6 

0 

14.3 

85.1 

Displeasure  - 

0 

..0 

1.3 

8.2 

90.6 

Responsiveness 

0 

,3.8 

15.7 

47.2 

33.3 

Responsiveness 

0.6 

6.3 

14.6 

38.0 

4).5 

Vocalization 

47.5. 

42.6 

6.2 

'  3.7 

0 

Vocalization  - 

24.5 

57.2 

13.8 

4.4 

0  , 

Success 

2.5 

2.5 

1.2 

8S.2 

8.6 

Success 

1.3 

11.9 

5.7 

75.5 

5.7  , 

Intensity 

0.6 

1.9 

4.3 

54.9 

38.3 

Intensity  , 

0.6 

'  0:6  ' 

K3, 

54.1  • 

43.4 

Duration 

'  2.5 

6.8 

19.8 

45.1 

25.9 

Duration  ' 

1.3 

5.0 

17.6  , 

36.5 

39.6 

Activity 

0 

23.5 

.  53.7 

-«,20.4 

2.5  % 

Activity 

0 

19.5 

61.6 

17.0 

1.9 

Alertness 

0.6 

2.5 

17.3 

62.3 

17.3 

,  Alertness  « 

0 

1.9 

4.4 

75.5 

18.2 

Infant  Scales  (Hard) 

•« 

Infant  Scales  (Hard) 

Initial  State 

0 

0- 

54.0 

44.1 

•  1.9 

Initial  State 

0  ' 

0 

43.4 

56.6 

0  v 

Oispleasure 

0' 

3.7 

6.8 

28.0 

61.5 

Displeasure 

0.6 

0.6 

1.3 

18.4 

79  J 

Responsiveness  < 

5.0 

23.6 

37.3 

32-3 

1.9 

Responsiveness 

2.5 

15.7 

34.6 

34.0 

13.2 

.  Vocalization 

34.4 

45.0 

15.6 

5.0 

0 

Vocalization 

18.2 

50.9 

24.5 

6.3 

"0.  " 

Success 

5.0 

20.5 

47.8 

25.5 

1.2 

Success 

7.5 

45.9 

14.5, 

31.4 

0,6 

Intensity 

3.1 

4.3, 

"  25.5  - 

41.0 

26.1 

Intensity 

1.9 

3.8 

8.2 

45.3 

40.9 

Ouration 

4.3 

42.9 

28.0 

22.4 

2.5 

Duration 

5.7 

24.5 

30.2 

29.6 

10.1 

.'Activity 

0 

12.4 

54.7 

26.1 

6.8 

Activity 

0 

5.7 

53.5 

'  34.6 

6.3  . 

Alertness  v- 

0' 

4.3 

17.4 

58.4 

19.9 

Alertness 

0 

3.2 

9.5 

64.6 

22.8 

APPENDIX  4,3  {Continued-page  2)  ■  - 

DISTRIBUTION  OF  MATERNAL  SCALE  POINTS  ON  EASY  ANO  HARD  TEACHING  TASKS* 


ONE  MONTH 


FOUR  MONTH 


Scale'ltems 

1 

Scale 

2 

Points 
3 

4 

S 

Ho  tern a i  scales  ^easyy 

rOSI u 1 Vc  rccQDdCK 

ifi  n 

A  5  Q 

1?  ft 

4  1 

1 .2 

Negative  Feedback 

do  .  y 

91  1 
CO.  \ 
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9  A 
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1  7 
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1  ft 
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nanagement",ros  1  uion 

1  7 

*>  7 

0  *  / 

9Q  Q 

Aft*l 

*tO  •  O 

14.4  - 

Direction 

k  1 

0.0 

in  i 

1  U .  0 

9fc  1 

54  0  ' 

5.2 

Forcing 

&4.U 

9G  *1 

Ifi  1 

9  Q 

t  .  7 

1  7 

Physical  Guidance 

0 .  t 

p 

An  ft 

97  fi 

1  A 

Timmg 

o.U 

in  q 

19  ft 

JL  .O 

1Q  1 

07  •  1 

Exploratory 

1C  Q 

Al  1 

11  1 
I  1  .  1 

9  n- 

Comfort 

4,0 

8.6 

36.2 

16.7. 

34.5 

bens l uiVi zy 

0.0 

ni 

9ft  1  ' 

A9  7 

*iC  .  / 

12.3 

Style 

7.6  * 

25.6 

47.7 

*  18^6 

0^6^ 

.  Affection # 

22.1 

37.2 

29^.7^ 

"  8.7^ 

2.3 

Disapproval-  ^ 

_68.6 

'  1679 

*  12.2 

2.3 

0 

- 

na terns  I  ocaies  ^nara^ 

positive  reeaoacK 

oo .  / 

97  7 
CI  .  /. 

7.7 

5.0 

0.7 

.  Negative  Feadback 

D/.D 

97  7 

9  7 

1  A 

n  7 

a!a  1 

nooei ing 

Aft  i 
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£  0 

0.7 

o 
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1  1 
1  •  0 

c  c 
0 .  o 

99  5 

A5  7 

tO  .  r 

23.8 

Management-Position 

1  1  • 

7  1 

/  .0 

?7  ft 
CI  «o 

41  7 

21.9 

Direction 

O.U 

is  9 

1  0 .  t 

?1  ? 

co » c 

51  7 

4.0 

'Forcing 

/I  .0 

T9  A 

O.D 

A  ft 

A  5  ' 

rnysicd)  uuiaance 

95  ft 

Afi"  A 

1ft  5 

1  o .  J 

6.6 

2.6 

uming 
Exploratory 

ft  £ 
O.D 

Q  Q 

7.7 

?7  ft 
ci  »o 

A3  7 

-  9.9 

1ft  £ 
lO.D 

in  q 

17  1 

0/  .  1 

in  i 

3.1 

Comfort 

5.3 

ft  ft 
9*9 

94  A 

14  A 

ft 

00.  o 

Cartel  f  1u4  tu 

o^nsi  Li  vi  iy 

^  i 

0.0 

19  7 

?n  "7 

41  .'3 

20.0 

Style 

6.6 

28.5 

49.7 

13.9  ; 

1.3* 

Affection 

35.8 

25.2 

"28.5 

.9.3 

-1.3 

O  disapproval 

62.3 

.  19.2 

15.2 

'  :  2.6 

0.7 

RIC 

J 

Scale  Points 


Scale  Items 

1  , 

2  *  • 

3 

4 

5  -  * 

Maternal  Scales  (easy) 

Positive  Feedback 

^  29.8  • 

43.9 

14.0 

Z.6  . 

.4.7 

Negative  Feedback 

7J.2 

23.1 

/5.6 

0 

P  • 

Modeling  , 

79.3 

;  16.1  . 

2.9 

lc.7 

0 

Management-Ma teri  al s 

0. 

4.0 

10.9 

"64.9 

79.9 

Management-Position  . 

0.6 

2^3 

13.8 

63.8 

.19.5 

uircCLion 

2.9 

14.9 

21.8 

.56.3 

4.0 

Forcing 

<B9.0 

8.1 

2.9 

0 

0  * 

Physical  Guidance  ^ 

28.7  ; 

42.0  ^ 

20 

^.0 

0.6 

Timing 

1.1 

^13^8^ 

49.4  " 

30.5 

s   Exploratory  ■ 
♦ 

-24*18  ' 

46.0 

19.9 

1.9 

0.6 

21.3  o 

9.2 

67.8 

Comfort 
Sensitivity^ 

1.2 

3.5 

,20.0 

50.0 

.25.3 

Style  - 

ft  o 

9.8  . 

9 

2o.o 

ca  n 
o4.U 

in  i 
tu .  0 

9  1 
c  .0 

Affection 

23.6  - 

38:5 

.30.5  ■ 

5.7 

,1.7 

Disapproval 

76*2 

14.5 

7.0 

* 

1.7 

0.6 

Maternal  Scales  (Hard)  . 

Positive  Feedback 

40,9  ' 

42.7 

9.4 

3.5 

-3.5 

Negative  Feedback 

69.5 

22.2  " 

6.6 

1.2 

0.6 

Modeling 

'  55.5 

19.1 

22:5 

2.9 

0 

Management-Materi  al s 

2.9 

.4.6 

24.9 

48.6 

"  19.1 

Management-Position 

'  3.5 

.  4.6 

-28.3 

48.0 

0  "15.6 

Direction  • 

1.7 

21.4 

27.2 

44.5 

5.2* 

Forcing 

78.5 

14^.0 

S.2 

1.7 

•  0.6 

"    Physical,  Guidance 

17.4 

47.7 

20.3 

14.0 

0.6 

Timing 

1.2 

*  8.1 

22.1.. 

.  50.0 

18.6 

Exploratory 

5.8 

,  29.9 

50.0 

11.7 

2.6 

v,  •  \Comfort      •   -  ^ 

1.2 

0 

28.5 

6.4 

64.0 

&  ''Sensitivity 

1.8 

7.6 

30.0 

41.2 

09.4 

~  Style- 

8.7 

20.9  , 

51.7 

18.0 

0.6 

Affection 

48.8 

32.0 

16.9 

2.3 

0 

Disapproval  , 

71.8 

17.1 

.  8.8  \ 

i 

.  2.4 

'  b  • 

Z4T 


APPENDIX  4.3  (Continued-page  3) 

DISTRIBUTION  OF  MATERNAL  SCALE  POINTS  ON  EASY,  AND  HARD  TEACHING  TASKS 
_ EIGHT  MONTH  -      *     .J  '  *      '  .   DtELVfa MONTH 


Scale  Items 


Scale  Points 
2  3  • 


^Maternal  Scales  (easy) 
y..  .Positive  Feedback 
\'    Negative  Feedback 


Modeling 

Management-Materials 
Majtagerent-Posi  ti  on 
Direction  M 
\  Forcing  I 
Physical  Guidance 
Timing 
xpl oratory 
cWort 
Sensitivity 
Style^ 
Affectfian 
Disapproval 


Maternal  Scales  (Wd) 
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Negative  Feedback 
,  Modeling 

.Management-Materi  al  s 
.  Management-Position 
■  i Direction  ' 
Forcing 

Physical  Guidance 
Timing* 
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Comfort 
Sensitivity 
Style  " 
2  *  *b  ctidn 
pproval 


,Scal6  Points 


1 

4 

5  i  . 

_  Scale  Items 
 1  ^  

T 

2 

3 

4 

5 

V 

Maternal  Scales  (easy) 

0 

2.5  * 

Positive  Feedback 
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31.8 

31,2  , 
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8.9 

0 

0 

.  Negative  Feedback 

56.2 

30.1 

11.8 

2.0 

0 
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34.0 
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0.6.  . 
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0 
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7.5 
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0 
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0.6 

Direction 

1.9 
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0 
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20.1 

2.5 

0 

0 

0 
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0 
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29.9 
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.  51.0 

31.8 

11.5 

4.5 
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Modeling 
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52.2 
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1.3 
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55.3 
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.  0 
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'  15.7  . 
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0 
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44.7  , 

34.6 

15.7 
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2.5 

27.0 

52.2  / 
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1 . 3 

1  0  « c 
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-  or  ^ 

3.8 

23,9 

52.2 

20.1 

17.3. 

0. 

Style  ^ 

1.3 

20.1 

$6.6 

,  18.5 

3.1  ' 

0.6 

0  . 
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,  47.8 

.  55.8/ 
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0  / 

0.6 

^0.6^ 
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86.1 

.  9*5 
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 f  

'  APPENDIX  4.4 

FACTORS  FR(5l  MOTH&-INFANT  INTERACTION  SCALES  AT  ONE  MONTH  TEACHING 


-    *         AT  AGE  LEVEL  TASK* 
Factors         *  *     .  Loadings 


1. 


._Atient1  on  .to..jtask-hel  p      .  78 
Intensity  of  involvement— .80-^ 
Duration  of  ^involvement  .80 
'  Alertness  .78„ 


2. 


3. 


"4; 


Contingent  Positive 

.feedback 
1  Affection 
""Verbal  style 


Displeasure 
Activity  . 


Physical ^guf dance 
.Directions 


.66 
.73 
.48 


.69' 


.56 


Management  of  material*  .72 
Positioning  of  infant  .75 
Timing  '  ..55 

Sensitivity  *  .55 


6. 


Contingent  negative 

feedback 
Disapproval 


Modeling 


.69 
.61 


.50 


'ABOVE  AGE  LEVEL  TASK*\/{ 


Factors 


4. 


Attention  to  task-help  4 .87  fii 
Intensity  of  Involvement  .87  j 
Duration  of  involvement  .87  * 
Alertness  '  .68 

Displeasure  .50 
Success      ...  .48  * 

Material  timing  .49 


Initial  state 
Act1vityt 


Affection 
Sensitivity 
Verbal  style 


-.59 
-.68 


.50 
.54 
.61 


Contingent  negative 

feedback 
Disapproval 


.74 
.66 


Management  of  materials  .79 
Positioning  of  infant  .67 


Direction  .48 
Forcing  .52 
Physical  guidance  *  .49, 


♦At  age  level  task:  grasp  ring  ^ 
♦♦Above  age  level  task:  reach  for  dangling  .ring 


FACTORS  FROM  MOTHER-ltfFANT  INTERACTION  SCALES  AT  FOUR  MONTH  TEACHING 


AT:  AGE  LEVEL  TA^ 
Factors  '  Loadings 


ABOVE  AGE  LEVEL  TASK** 
Factors  .  -        *  Loadinqs 


1. 


4. 


Attention  to  task-help  .82 

Intensity  of  involvement  .63 

Duration  of  involvement*  .84 

Alertness     /  *  -  .55 

Displeasure  .63 

Success  -  .60 

Maternal  timins  .60 

'Maternal  comfort  .51 


Contingent  positive 

feedback  .67 

Affect  .61 

■Verba  V  style  .54 


Intensity  of  involvement  .50 
Alertness  7  .57 
Activity  .76 


Contingent  negative 

feedback  .  -  .63 

Disapproval  .59 


Management  of  .materials  .70 
Positioning  ofMnfant       .66  *, 

Timing  -  .50  • 
Sensitivity            *       .55  - 


Modeling  . 
Exploratory  v 


.35 
.49 


1. 


2. 


3. 


4. 


5. 


Attention' to  task-help  ..83 
Intensity  of  Involvement  .73 
Duration  pf  involvement  .87 
Alertness  .  J  *63 
Displeasure*  .  .50 
Success,   •  .56 


Management  of  materials  .86 
Positioning  of  infarct  .81 


7. 


I'nht^i^jtate 
^Activity** 


Contingent  positive 

feedback 
Affection 
Verbal  style;  ✓ 


Physical  guidance 
Directions 


Contingent  negative 

f e  idback 
Disapproval  . 


Sensjitivity 


-.54 
.74 


-  .66 
>.56 
.56' 


I 


.66 
.58 


.76 
.62 


.58 


♦At  age  level  task:  reach  fpr  anfl  gca*p  ring 
♦♦Above  age  level  task:    lift  cup  by  handle 


,2i 


v 


APPENDIX  4.' 


FACTORS  FROM  MOTHER-INFANT  INTERACTION  SCALES  AT  EIGHT  MONTH  TEACHING 


AT  AGE  LEVELN  TASK* 
Factors  Loadings 


l: 


v 


4. 


5. 


Intensity  of  Involvement 
Duration  of  Involvement 
Attention  to  task-help 
Infanjt  success " 

■  1  .  . 


Contingent  positive 

feedback 
Affection. 


Management  ofmatetlals 
•Positioning  of  Infant 


Initial  state 

Activity 

Alertness' 


.68 
.55 
.49 
.51 


.57 
.48 


.74 
.67 


.52 
.63 
.49 


Maternal  contingent  nega- 
-  tlve  feedback  .64 
Infant  displeasure  .59 


Duration  of  involvement  .64 


.Forcing      ,  -.53 
Physical  guidance  -.48  " 

Comfort"  .53^ 


-V- 


ABOVE  AGE  LEVEL  TASK** 
Factors  Loadings 


1. 


Intensity  of  Involvement 
Duration 'of  involvement 
Alertness 

Attention  to  task-help 


Management  of  materials 
Positioning  of  infant 
Sehs1t1v1ty 


Contingent  negative 
feedback 
<$  Timing 
Sensitivity 


Initial  state 
Activity. 


Modeling 


Directions 


*At  age  level  ta\k:   Uncovers  toy 
1  **Above  age  level  task:    Scribble  with 

217 


crayon 


ERIC 


.71 
.66 
.69 
.74 


.84 
.73 
.51 


.64 
.51 
.65 


.60 
.57 


.54 


.63 


(continued)  .  •  •  i 

*  °  !  *  * 

FACTORS  FRCM  MOTHER-INFANT  INTERACTION  SCALES  AT .TWELVE  MONTH  TEACHING 


AT  AGE  LEVEL  TASK* 
Factors  -Loadings 


ABOVE  AGE  LEVEL  TASK** 
Factors  Loadings 


1. 


2. 


3. 


4. 


5. 


8. 


Duration \of  Involvement  .84 
Attention  to  task-help  .76 
Success  '  .72 

s 

Management  of  materials  ]  .72 
Positioning  of  Infant  .67 


Contingent  positive 

feedback  .69 
Affection  .66 


Contingent  negative 

feedback    .  *  -.48 

Directions  -.65 

Exploratory  .56 


Physical  guidance  -.70 

/ 

Initial  state  /.50 
Activity  .68 


Intensity  of  involvement  .49 
Alertness  '  .49 

Verbal  .53 


Modeling 


.65 


1. 


Attention  to  task  help 
Success 

Intensity  of  Involvement 
Duration  of  Involvement 


Management  of  materials 
Positioning  of  Infant 
Sensitivity  * 


Intensity  of  Involvement 
Alertness  \^ 


Physical  guidance 


Displeasure 
Disapproval 


Negative  feedback 
Sensitivity 


Initial  state 


Verbal  style 


.88 
.59 
.«? 
.87 


.71 
.75 
.52 


.66 
.53 


.75 


.61 
.57 


-.49 
.50 


.51 


.62 


*At  age  level:    places  3  cups  In  cup 
**Above  age  level:    stacks  "one  cube  on  top  of  other 
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APPENDIX  4.5 
THE  DISBROW  TEACHING  SCORES 


The  bisbrow  "Score  is  based  on  a  categorization  derived  by  professional  0 
■  judgment.   Each  of  the  individual  scale  scores  for  both  the  infant  and  mother 
f        behaviors  are  summed,   A  high  score  for  the  Infant  reflects  a  noncompliant 
Infant*   A  high  score  for  the  mother  reflects   positive  maternal  behavior. 
Spme  of  the  scales  were  reversed  or  renumbered  1n  order  to  comply  with  the 
mother's- pos1t1ve-rtegat1ve  behavior  or  compHant-noncompTlant  child. 

-    Scales  for  Child  Behaviors  -  ; 

1.  For  scales  E,F,G,H,  and  I,  scores  are  reversed  wi$b  l*Mgh*5. 

2.  „  For  scales  A,B,C,  and  D,   1  and  5fih1gh-3 

.»  2  and  4*med1um=2 

\  \    .  3*low=l 

\  ■ '  "  • 

Individual  scale  scores  are  summed*   A  high  score  reflects  a  high  handicap  for 

the  parent  because  of  a  noncompliant  child. 

Scales  for  Parent  Behaviors  \ 

,  1.    Scales  A,D,E,I,J»K,L,M,  and  N,  are  scored  a^v they  are. 
2.    For  scales  B,G,H,  and  0,  scores  are  reversed  w1<th  l=h1gh-5* 

3*    For  scale  C,  3»h1gh*3 
\  2  and,  4=medium=2 

\  .         1  and  5=low=l 

4.-  For  scale  F,  2=h1gh=3 

1  and  3=med1um-2 
4  and  5=low~l 

Individual  scale  scores  are  summed.   A  high  score- reflects  positive  parental 
behavior. 
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*  APPENDIX  4.6 

Reliability 

An  important  step  1n  the  development  of  measurement  Instruments  1s 
the  determination  of  their  rellaolllty;  that  1*.  the  accuracy  and  con- 
sistency with  which  scores- discriminate  Individual  differences.   In  ob- 
servational work  1t  has  been  common  for  reports  of  Inter-observer  agreement 
(usually  1n  percentage  terms)  to  substitute  for  conventional  reliability 
estimates.   However,  this  practice  1s  unsatisfactory  for  several  reasons, 
the  most  Important  of  which  1s  that  1t  takes  Into  account  only  observer 
differences  as  possible  sources  of  error  1n  the  measurement  process.  (See 
Johnson  and  Bolstad,  1973,  for  a  complete  discussion  of  this  point).  Con- 
sequently, we  have  made  conscientious  attempts  1n  this  study  to  collect 
data  which  could  be  used  for  conventional  reliability  estimates.  !n 
addition,  the  decision  was  made,  based  on  data  such  as  reported  by  Peid 
(1970)  to  use  data  collected  1n  the  study  proper,  rather  than  during  pre- 
test procedures,  to  estimate  and  report  reliability.    Given  the  alter- 
native methods  for  the  evaluation  of  the  reliability  of  our  assessment 
*ools  we  have  consistently  chosen  to  use  the  most  conservative  method  of 
•TttoVtsMnQ  reliability  coefficients.    So  1n  interpreting  the  following 
oo'ficients  the  reader  should  recognize  that  they  always  represent  the 
.«.t»est.  (most  conservative)  estimate. 

The. following  pa9.es  and  tables  will  report  on  the  reliability  of  new 
^scisrent  instruments  developed  during  the  present  research,  I.e.,  the  "» 
Xucijlng  and  Feeding  Scales.   Tw0  separate  estimates  of  reliability, 
>*.ugiily  equivalent  to  Inter-observer  and  test- re  test  reliability  will  be 
•pportea.  ^ 

IUTEROBSERVER  RELIABILITY 

Procedures.    On  approximately  every  eighth  home  visit,  a  second  staff 
riember  accompanied  the  primary  home  visitor.   This  "co-1nvest1gatorM  did 
not  participate  1n  the  Interview  nor  consult  with  the  primary  home  visitor 
during  the  visit.   She  did,  however,  fill  out  all  forms  and  score  all 
assessment  tools  used  during  the  "Visit, 

It  should.be  noted  that  the  person  designated  as  "primary  home  * 
visitor"  and  the  person  designated  as  "co-investigator"  were  not  . 
the  same  individuals  throughout  the  course  of  data  collection. 
For  this  reason,  the  error  component  of  the  computed  coefficients 
may  be  expected  to  reflect  inconsistencies  in  the  paired  observers 
and  are  possibly  lower  than  those  expected  1f  the  same  two  individ- 
uals had  performed  all  observations;  \ 

Any  comparison  between  data  collected  by  the  primary  home  \ 
visitor  ond  the  co-1rwest1 [gator  is  subject  to  two  additional  sources 
of  error:   systematic  differences  between  the  two  points  of  view  In- 
volved, and  random  error  due  to  individual  differences  in  the  two* 
observers  themselves.  -  \ 

Teaching  Reliability.  Tables  1  and  2  report  the  reliability  of  the 
individual  Teaching  Scales  used  in  this  study.    In  Table  1,  the  two  tasks 
administered  at  each  home  visit  were  anticipated  to  be  samples  of  the  same, 
behavior.   The  coefficients  reported  in  this  table  are  intraclass_  correla- 
tions based  on  a  subjects  by  observers  by  task  analysis  of  variance. Co-  , 
efficients  were  computed  and  reported  separately  for  each  item  at  each 
age.    In  tasks  such  as  those  used  1n  teaching  it  1s  always  the  Intention 
that  the  two  forms  of  the  task  differ  on  a  quantitative  level  but  rep- 
resent performance  on  the  same  qualitative  scale^  Jhe  relatively  small 

magnitude  of  these  coefficients,  coi*1nVd~wTttrth^p»-ofess1onaV  judgr  ^ 
ment  of  the  staff  suggests  that  in  some  cases  theVtwo^tasks  .(easy -wid  \  Cv 
difficult)  were  not  samples  of  the'qual 1 tatively  fame  competencies. 
These  observations  led  to  the  analysis  reported  in  Table  2.~ 

In  Table  2,  coefficients  are  reported  separately  for  tasks  one  and 
two  at  each  age.   As  can  be  seen,  these  coefficients  are  a  very  great 
improvement  over  those  for  which  those  tasks  were  taken  together.  This 
focuses  on  an  advantage  of  the  present  system  of  evaluating  reliability 
in  that  it  allows  the  developer  to  Identify  specific  problem  areas  and 
remedy  them.  s 

Table  4.5  reports  the  reliability  coefficients  for  the  summary 
cluster  scores  used  In  most  of  the  analyses  of  the  teaching  data.  (Not 
surprisingly,  the  reliability- of  these  clusters  exceeds  that  of  the 
individual  items.) 

None  of  the  analyses  performed  on  these  data  provided  any  support 
for  systematic  differences  between  primary  home  visitors  and  co- 
investigators.   The  principal  cause  of  low  coefficients  was  low  subject 
variability  with  respecjt  to  the  error  of  measurement.  , 

Feeding  Reliability.    Table  3  shows  the  reliabil ity-of  the  Feeding 
Scales  used  In  this  study.  -  A  combination  of  experience,  observation 
and  common  sense  suggests  that  feedings  of  milk  (breast  or  bottle')  and 
of  solid  foods  should  be  considered  separately  as  they  are  representa- 
tive of  different  samples  of  behaviorV    Therefore,  for  purposes  of 
analysis,  feedings  of  milk  (breast  or\bottle)  and  of  solid  foods  were 
analyzed  separately.    Milk  feedings  were  rated  at  1,  4,  and  8  months  of 
age;  solid  food  feedings  were  rated  at  .4,  8,  and'12  months.   In  general 
these  coefficients  are  quite  high.   Table  4.10  reports  the  coefficients 
for  the  total  feeding  scores  used  in  most  of  the  analyses  of  the  feed- 
ing data.   Once  cgaln,  the  reliability  bf  the  summed  scores  1s  generally 
higher  than  that  of  the  Individual  itemi. 


Discussion.   In  general,  the  magnitude  of  the  reliability 
coefficients  for  the  Feeding  and  Teaching  Scales  and  for  the 
sunmary  scores  are  very  encouraging.   As  we  have  already  pointed 
out.  the  goal  of  application  and  the  efforts  directed  at  main- 
taining naturalistic  assessment  settings  prove  to  three jten  re- 
liability in  the  best  designed  research.   Given  the  Internal  and- 
exten.al [  threats  to  reliability  Inherent  In  the  Feeding  and  . 
Teaching  Scales  our  present  findings  can  only  be  Interpreted  in 
a  positive  light.  „  - 

•  \ 

TEST  RETEST  RELIABILITY 

<> 

Procedures.   Approximately  every  fifth  participant  1n  this 
study  was  Invited  to  become  part  of  a  special,  smaller  group  of 
subjects  who  were  studied  somewhat  more  1n  detail  than  the 
sample  as  a  whole.   Members  of  this  group  visited  the  clinic  of 
the  Child  Development  and  Mental  Retardation  Center  following  ^ 
each  home  visit.   Among  the  procedures  of  this  visit  were  the  v 
videotape  recording  of  the  feeding  and  teaching  interactions. 
Frcm  this  videotape  record,  a  set  of  teaching  and  feeding  rat- 
ings was  later  made  which  could  be  compared  with  the  ratings 
made  1n  the  home  during  the  regular  visit. 

It  should  be  noted  that  there  are  at  least  four  sources  of 
error  in  making  the  comparison  between  the  home  and  clin{c  «  _ 
ratings:    1)  differences  in  location,  home  vs.  clinic;  2)  differ- 
ences 1n  viewpoint,  live  Interaction  vs.  videotape;  3)  differ- 
•  ences  due  to  prior  practice,  since  the  home  visit  always  pre- 
ceded the  clinic  visit;  and  4)  random  differences  between  the 
two  observers.  '  It  1s  Impossible  from  these  data  to  estimate 
the  relative  Importance  of  these  sources  of  "error  (except  per- 
haps for  the  last).    Consequently,  high  reliability  coefficients 
can  be  Interpreted  as  evidence  for  the  robustness  of  the  mea- 
surement procedure,  but  low  coefficients  are  difficult  to 
interpret  at  all. 

Teaching  Reliability.  Tables  4,  5,  and  6  report  the  re- 
liability  of  the  Teaching  Scales.   In  Table  4  (as  1n  Table  1 
previously)  the  two  tasks  were  considered  as  samples  of  the 
same  behavior.    As  with  the  Interobserver  reliability  estimates 
this  assumption  seemed  questionable  in  retrospect.  Conse- 
quently, the  coefficients  reported  1n  Table  5  were  computed 
separately  for  the  two  tasks.    In  this  case  little  overall 
increase  1n  the  coefficients  was  noted.   However,  1t  1*  obvious 
that  the  hard  task  1s  somewhat  more  reliably  observed  than  the* 
easy  task. 

Table  4.6  reports  the  reliability  of  the  summary  cluster 
scores.   The  coefficients  reported  here,  although  higher  than 
those  for  Individual  Hems,  are  nonetheless  considerably  lower 
than  those  for  the  same  clusters  on  their  Interobserver  re- 
liability.  As  explained  above,  1t  1s  not  possible  to  Isolate 
the  cause  of  these  relatively  low  coefficients.  , 

Feeding  Reliability.   Tables  6  and  7  report  the  rell- 
ability  of  the  Feeding  Scales.    As  1n  the  interobserver 
reliability  computations,  milk  and  solid  food  feedings  were 
considered  separately  1n  Table  6.   Table  7  reports  the  co- 
efficients for  the  total  scores.  ^ 

discussion.   Taken  by  themselves,  the  test-retest  re- 
liability coefficients  are  not  what  we  might  hope  for  from  an 
experimental  point  of  view.  However,  given  the  orientation  of 
tfe  presenOwrk^and  the  emphasis  on  maintaining  a  natural- 
istic focus,  wft£  goals  of  application,  one  should  not  set  un- 
realistic expectations    Given  the  multiple  sources  of  error 
between  the  two  set?"  of  scores  being  compared,  it  1s  very 
likely  overly  optimistic  to  expect  them  to  be  any  higher.  The 
best  Interpretation  of  these  coefficients  is  probably  that 
they  represent  a  lower  boundary  of  the  "true"  reliability  of 
the  scores;  any  procedure  which  reduces  or  eliminates  one  or 
more  of  the  sources  of  error  would  sure^y>es'u1t~1h~h1ghen:o=  ~ 
efficients. 

At  the  same  time,  these  coefficients  should  be  seen  as 
useful  and  informative  1n  focusing  on  some  of  the  sources  of 
error  1n  actual  application  of  these  scales,  and  can  be  used  In 
examiner/observer  training  schemes,  thus  making  some  practical 
use  of  our  awareness  of  potential  error  sources.  Taken  1n  this 
sense,  these  coefficients  represent  a  respectable  level  of 
measurement  accuracy. 
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APPENDIX  4.6  (continued) 

„  Table  1 

^WTEROBSERVER  RELIABILITY  COEFFICIENTS  FOR  TEACHING  SCALE  ITEMS 
(INTRACLASS  CORRELATIONS  FOR  HARD  AND  EASY  TASKS  COMBINED) 


12  mo. 

Item 

)  mo. 

4  mo, , 

8  mo. 

INFANT 

1      Initial  Qtato 
I     initial  3  tate 

I   .38  * 

.  18 

.66 

.51 

c    ui sp i casure 

.46  ' 

.20 

.10 

.57 

"5     Roc  nr»n  cl  uo  nocc 
0      neb  pun  b  1  Vc  ilcbb 

.58 

.51 

.37 

.75 

4    voca  1 1  za  ti  on 

.23 

.61 

*„  .39 

.52 

'  f\       Cur  ro  c  c 

,10 

.32 

.42 

.55 

C      T  ntfl  ne  {  ti/ 
D     1  n  tc  n  b  1  t y 

,54 

.21 

'  >47 

,03 

/  uurauion 

fin 

,  DU 

lfi 

fid 

ft  ArHuftv 
O     nv>  1 1 V  1  Ljr 

.4*7 

.37 

.75 

9  Alertness 

CC 
.DO 

7/1 

.  1 1 

on 

MATERNAL 

10  Positive 

•  .66 

.38 

.73 

.59 

11  Negative 

.08 

.21 

-0- 

-0- 

12  Modeling 

-0- 

•  53 

.67 

.44 

13  Materials 

.44 

,27 

.17 

t0- 

14  Position 

.38 

.07 

-0- 

.40 

15  Directions 

.58 

.68 

.51 

.66 

16  Forcing 

.55 

-0- 

.07 

-0- 

17  Guidance 

.25 

.25 

-0- 

.40 

18   Timing  -v 

.44 

.52 

.13 

.82 

19  Exploratory 

.65 

.13 

-0- 

.76 

20  ComfCrt 

.70 

.67 

■  .42 

.70 

21  Sensitivity 

.70 

-0- 

.56 

.64 

22  Style 

.64 

.71 

.58 

.35 

23  Affection 

.58 

.33 

.30 

-0- 

24  Disapproval 

.  -59 

.45 

-0- 

.70 

APPENDIX  4.6  (continued) 
Table  2  - 


INTEROBSERVER  RELIABILITY  COEFFICIENTS  FOR  TEACHING  SCALE  ITEMS 
(INTRACLASS  CORRELATIONS  BY  EASY  AND  HARD  TASK) 


Easy  Task 

Hard  Task 

Item 

1  mo. 

4  mo. 

8  mo. 

12mo, 

1  mo. 

4  mo* 

8  mo. 

12  mo 

INFANT 

1    Initial  State 

.66 

.15 

.46 

.46 

.71 

.20 

.43 

.20 

c  -  uisp  leasure 

.85 

.34 

.'66 

.55 

.91 

.74 

.70 

.45 

3   Responsi  veness 

•  6?_ 

,,,,.75 ;  

.68 

.84 

.78 

.52 

.65 

4  Vocalization 

.48 

.81  1 

.48 

.59 

.3° 

.71 

..24 

.14 

5   Success  * 

.64 

.77 

.62 

• 

.76 

.59 

.46, 

.87 

b  intensity 

.  .70 

,52 

.21 

.03 

.80 

.54 

.36 

.51  . 

7  Duration 

.83 

.86  1 

.56 

,..68 

.86 

.80 

.01 

.69 

o  Activity 

.76 

.57  1 

.17 

.48 

.69 

[61 

.63 

.51 

9  Alertness 

.87 

.75  ' 

.20 

-0- 

.80 

.73 

.05 

.54 

MATERNAL 

10  Positive 

.84 

.53 

\  .68 

.86 

v.67 

.62 

.55. 

.87 

11  Negative 

.56 

.52 

\.29 

.67 

-  .76 

■  .18 

.62 

.79 

12  Modeling 

.  .34 

.54 

190 

.57 

.62 

.54 

.59 

.51 

13  Materials 

.69 

.51  " 

.58 

.45 

.62 

.21 

.74 

.52 

14  Position 

.53 

.15 

.27 

.29 

.75 

.27 

-0- 

.56 

15  Directions 

.71 

.42 

.16 

.70 

.70 

.44' 

.40 

.26 

16  Forcing 

'  .78 

.38 

.69 

.44 

.88 

.01 

.87 

.47 

17  Guidance 

.45 

.59 

-.11 

.33 

.83, 

.45 

.13 

.28 

18--  Timing 

.59 

.60 

.54 

.64 

.70 

.'46 

.67 

.59 

19  Exploratory 

.64 

.29 

.22 

.64  r 

.81 

.06 

.52 

.53 

20  Comfort 

.65 

.31 

-0- 

.69 

.66 

.62 

.58 

.20 

21  '  Sensitivity 

.73 

-0- 

.55 

.52 

.63 

.10 

.79 

:«7 

22  Style 

.69 

.57 

.58 

.04 

.75 

.46 

.02 

.28 

23  Affection 

.58 

.39 

•  21 

.36 

.87 

.24 

.47 

-0- 

24  Disapproval 

.72 

.64 

-0- 

-0- 

.61 

.32 

.69- 

40      34        19  20 


40        34      19  *  20 
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.    APPENDIX  4.6   (continued)  ' 
Table  "3 

INTEROBSERVEk  RELIABILITY  COEFFICIENTS  FOR  FEEDING  SCALE  ITEMS 
•  (INTRACLASS  CORRELATIONS  BY  MILK  AND- SOLID  FEEDING) 


3 


I  tem> 

1  mo. 

Mi  1  lr 
PIT  1  K 

4  mo. 

8  mo.- 

4.  mo. 

Solids 
8  mo. 

12  mo. 

Positioning 

.74 

.79 

-0- 

.94 

.90 

.73 

2 

Focus 

.85 

.52 

.  .87  6  ■ 

-0- 

.69 

.55 

3 

Kinesthetic 

.80 

.77 

.92 

.85 

.73 

.62 

4 

Visual 

.77 

.77 

.86 

\  -0- 

.19 

-0- 

5 

Jactlle 

.94 

.62 

-.91 

.60 

-0- 

-0- 

6 

Verbal  I 

.91 

.92 

.75 

.-83 

.88 

.78 

7 

Verbal  II 

■  .94 

.83 

.95 

.?5 

.62 

.68 

8 

Mood 

.94 

.84 

.73 

.97 

.77 

.86 

9 

Tension 

.67 

.86 

.90 

.88 

.25 

.56 

10 

Responsive  I 

".81 

.87 

.84  r' 

. .  ,98 

.80 

.82 

11 

Responsive  II 

.91 

'  .41 

-0- 

.84 

'  .66 

.19 

12 

Initial  State 

.72 

.96 

.58 

-  .85 

.40 

.77 

13 

Predomi  nant  -State 

.72 

.90 

.74 

.58 

-0- 

.46 

14 

Stafp  Chanaes 

.42 

.42 

.58 

.83 

.57 

.89 

15. 

Motor  Activity 

.77 

.91 

-0- 

1.00 

.47 

.62 

16 

Attentlveness 

.92 

.96 

.48 

.89 

-0- 

.33 

17 

Verbal  0 

.79 

.60 

.74 

.96 

,60 

.74 

18 

Mood 

,9a 

.90 

.70 

1.00 

.86 

.56* 

'  19 

Tone 

.88 

.98 

1.00 

.95* 

-0- 

1.00 

20 

Visual 

.96 

.94 

-0- 

.90 

.33 

.46 

,21 

Control 

.40 

.75 

-0- 

.95 

.  .  .67 

.78 

28   '  12 


6         14  15 


APPENDIX'  4.6'  (continued) 
Table  4 

test  Pretest  Reliability  coefficients  FOft  teaching  scale  items 

(HARD  AND  EASY  TASK  COMBINED) 


»'    item  1  mo.       4  mo.       8 -mo.       12  mo. 

INFANT 


1    Initial  State 

-0- 

-0- 

-0- 

127 

2  Displeasure 

.26 

.24 

.07 

.26 

3  Responsiveness 

.34 

-.42 

.17 

.01 

4   Vocalization  "* 

.33  - 

.29 

.43 

.42 

5  Success 

.37 

.35 

-0- 

-0- 

6  Intensity 

.26 

.11 

.46 

-0- 

7  Duration 

.54 

.38 

-0- 

.02 

8  Activity  * 

-0- 

.56 

.06 

.c3 

9  Alertness 

-0- 

.30 

.15 

-0- 

MATERNAL  ■ 

10  Positive 

.24 

-0- 

-0- 

.  .18 

11   Negative  * 

-0- 

.34 

.28 

-0- 

12  Modeling 

■  -0- 

1  .33 

♦  -0- 

.32 

13  Materials 

-0- 

.19 

-0- 

.06 

14  Position 

.07 

-0- 

.02 

-0- 

15  Directions 

:  '  .22 

.28 

.04 

-0- 

16  Forcing 

-0- 

-10- 

-0- 

.05 

17  Guidance 

.27 

.22 

-0- 

-0- 

18  Timing 

-0- 

-0- 

-0- 

.05 

19^  Exploratory  . 

-0- 

.30 

.62 

.19 

20  Comfort 

.18 

-0- 

.27 

.17 

21  Sensitivity 

.-0-  ' 

.19 

,26* 

.51 

22  Style 

.03 

-0- 

.16 

.52 

23  Affection 

.46 

.23 

-0- 

.01 

24  Disapproval 

.41 

.23 

-0- 

.82 

.APPENDIX  4.6  (continued) 

-  Table  5  , 

TEST  RETEST  RELIABILITY  COEFFICIENTS  FOR  TEACHING  SCALE  ITEMS 
(HARD  AND  EASY  TASK  SEPARATELY) 

^  '  t  

Easy  Task  Hard  Task 

Item  1  mo.  4  mo.   8  mo.  12  mo.  1  mo.    4  mo.  8  «no,  12  mo. 


INFANT 


1    initial  btate. 

-0- 

-0- 

-0- 

.15 

-0- 

-0- 

.02 

.26 

2  Displeasure 

*  -0- 

.05 

.09 

.44 

.42 

.10 

•?5 

.20 

3  Responsiveness 

.04 

.38 

.01 

.10 

.23 

.  .17 

^21 

-0- 

4  Vocalization 

-0- 

706~ 

~  .20 

.26  . 

.48 

.03 

.23 

.28 

5  Success 

.20 

.13 

-0- 

.24 

.19 

.42 

.17 

.14 

o  Intensity 

.02 

.43 

.23 

-0- 

.32 

.13 

.19 

-0- 

7  Duration 

.20 

.42 

.01 

.45 

.30 

.  .32 

-0- 

-0- 

o  Activity 

-0- 

.60 

-0- 

.13 

-0- 

'.30 

.13 

.23 

9  Alertness 

.03 

.34 

A  .15 

-0- 

-0- 

-0- 

.16 

-0- 

MATERNAL 

10  Positive 

.07 

-0- 

-0-" 

.18 

.29 

.64 

.68 

.17 

11  Negative 

.09 

.23 

-0- 

.30 

-0- 

.  .22 

.47 

.09 

12  Modeling 

.09 

.01 

.16 

.28 

-0- 

.25 

.24 

.25  * 

13  Materials 

-0- 

.05 

-Or 

-0- 

-0- 

.19 

.01, 

.09  , 

14  Position  " 

-0- 

-0- 

.03 

-0- 

.19 

-0- 

.07 

.01 

}S  Directions 

.26 

.10 

-0- 

-0- 

.06 

.03, 

.25 

.15 

16  Forcing  .  * 

.16 

-0- 

-0- 

.38 

.60 

-0- 

.38 

.  .25,  . 

17  Guidance 

.41 

.10 

-0- 

-0- 

.37 

.02  . 

-0- 

18  Timing 

-0- 

.10 

-0- 

.10 

.08 

.03' 

-0- 

-0- 

19  Exploratory 

-0- 

.26 

*.27 

-Or 

.25 

.11  ' 

.65 

.31 

20  Comfort 

-0- 

-0- 

-0- 

.08 

.26 

.20 

.28 

.22 

21  Sensitivity 

.10  . 

.22 

-0- 

.44 

-0- 

.27 

.42 

.50 

22   Style  ' 

.07 

-0- 

.16 

.14 

.21 

-0- 

-0- 

.61 

23  Affection 

.53 

.34 

.31 

-0- 

.36 

.11 

-0- 

.13 

24  Disapproval 

.26 

-0- 

-  -0- 

1.00  . 

.20 

.19 

-0- 

.55 

N  3 

23 

29 

*  27 

25 

23 

29 

27 

25 

0  255 
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APPENDIX  4.6  (continued) 
Table  6 

TEST  RETEST  RELIABILITY  COEFFICIENTS  FOR  FEEDING  SCALE  ITEMS 


Item  + 

1  mo. 

My  k 
4  mo. 

8  mo. 

.4  mo. 

cnl \Ac 

8  mo. 

12  mo. 

} 

Positioning 

-0- 

-0- 

,49 

'.58 

.  .74. 

.14 

2 

Focus 

.33 

.10 

o  - 

-0- 

-0- 

.51 

\49 

3 

Kinesthetic 

.48 

-0- 

-0- 

.77 

i53  1 

^50 

4 

Visual 

-0- 

•W 

*  .59 

.33 

-0- 

.63 

5 

Tactile 

.64 

.34 

.52 

.46 

.43 

.60 

6 

Verbal  I 

.75 

.79 

.17 

.52 

.66 

.65  . 

7 

Verbal  II 

.43 

.79 

^-0- 

.70 

.76 

"  .48 

8 

Mood  , 

.36 

-0- 

"  -0-  ^ 

.77 

.06 

.59 

9 

Tension 

-0- 

.60 

.40 

.32 

.15 

.09 

10 

Responsive  I 

-0- 

.18 

.52 

.95 

.27 

.35 

11 

Responsive  II 

.14 

-0- 

.23 

-0- 

-0- 

-0- 

12 

Initial  State 

.03 

tO- 

-0-  , 

-0- 

.45 

-0- 

13 

Predominant  State 

.24 

♦.39 

..67 

-0- 

•0- 

.30 :  ' 

14 

State  Changes 

.25. 

-0- 

-0- 

.64 

.67 

•45 

'15 

Motor  Activity 

-0- 

.21 

-0- 

-0- 

.15 

.73 

16' 

Attentiveness 

.10 

.46 

-0- 

-0- 

.12 

.24 

17 

Verbal 

-0- 

.33 

.58 

.74 

.58 

18 

Mood 

.25 

.46 

-0- 

.07 

-0- 

.68 

19 

Tone 

-0- 

,•44 

-0- 

-0- 

-0- 

-0- 

20 

Visual 

."48 

.48 

.56 

-0- 

.21 

"  .19  , 

21 

Control  A 

.17 

.26 

.11 

-0- 

.06 

.28 

N  * 

31 

24 

8 

7 

23 

23  , 

25  G 


f 

\  -v..,-' 

.  \ 

\ 

\ 
\ 
\ 

t    <  ■ 

APPENDIX  4.6  (continued) 
Table  7 

- 

TEST  RETEST  RELIABILITY  COEFFICIENTS  FOR  TOTAL  FEEDING  SCORES 

Mother 

Infant. 

'  r  N 

r  N 

... 

.1  month 

.21             31  ' 

.01.           •  25 

■  :  , .: 

*  ■  4  months  . 

.67  24 

* 

.44  21 

8  months 

.38  23 

.28             23    '  ' 

12  month's" 

.25  22 

.20'  23 

\ 

\ 
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CONSISTENCY  OV0t  TIME  FOR  VARIABLES,  FROM 
.    ;  .AT  ,1,4, 


TEACHING  RATING-SCALES  (EASY  ANO  HARO  TASKS) 
8,  12  MONTHS         *  -  *  ,  . 


\ 


Variable 


MATERNAL 

Easy  Task   Hard  Task 


4  mo.     8  mo.    12  mo. 


4  mo.   8  me.    12  mo. 


Positive"   •    1  Month 
H^sages  4 

,  \              8  Months 

M7*   ■  .28*  .12* 
*    .23*  .13* 
.24* 

■  '  r- 

.24*    \28*  .13* 
,R2*  ;10* 
l  .25* 

Negative         1  Month  * 
Messages        %  ^nths  . 

8  Months 

.14*      .21*  .07 
•.01  .06 
.09 

i 

j, 

j 

'  .06      05*  -.01 
.15*  .08 
.17* 

"Techniques  a    1  Month* 
"     •             4  Months 
\        8  Months 

•  .05        .07*  -.15*  1 
.08      ^02  j 

;01  ! 

.11*     .13*  .14* 
.17*  .21* 
■~  .16*.  - 

Facilitation    1  Month" 
4  Months 
*       8  Months. 

.15*       .07      .12*  |  v 
.16*     .07  ; 
.18* 

\~  v  

.09      .12*     .14*  i 
.17*     .12*  / 
.03 

t 

/ 

Olsbrow          1  Month 
.  Score           4  Months 
8  Months 

.09        .07  -.01 
.11*  .12* 
.23* 

.21*     .15*  ^07 
.15*  .12* 
.09 

-Verbal  Style    1  Month 
4  Months 
8  Months 

\24*«      .09*  -.05 
.17*  .11* 
.08 

-  .28*-    .17*  .11*" 
.23*  -.06 
-.03 

Exploration     1  Month 
4  Months 
8  Months 

-.08       .06  .06 
-.07  .00 

.15*'. 

.03      .17*  _J3* 
;/l3*  .18* 
.21* 

Comfort           1  Month 
4  Months 
p^0           8  Months  - 

-.02        .07  -.08 
-.22*  .05 
.24* 

.08      .15*  .08 
<15*  -.03 

Variable 


Easy  Task 


INFANT 


4  mo.     8  mo.    12  mo. 


ERIC 


O    *Kendall  Correlation  Coefficients;  p«sr.M;  .Range  of  N*81T164. 
"  below  100  are  associated  with  Exploratory).  | 


Hard'  Ta 


4  rto.   8  mo.   12  mo. 


Readiness  to    1  Month 

\tm          ;  4  Months  • 

8, Months 
« 

.13*      ..10*  .03 
^02  .03 
.11* 

.08      .05  .17* 
.07  .13* 

.06  , 

« 

Olsbrow          1  Month  / 
,  Score           4  tonW 
"  8  Months 

.20*^     .06  ,07 
\01  .02 
-.06- 

.08      .03  .06 
.11*  .12* 
.05 
» 

Initial           1  Month 
Sta9e           4  Months 

8  Months, 

-.08'     -.04  -.06 
.01  .13 
.22* 

.°16*     .05  -.10* 
•    .15*  '.06 
s  #           "  .1-3* 

Olspleasure     1. Month 
4  Months- 
8  Months 

t 

.08      -.01  -.02 
.19*  -.05 
.03 

.02      .10  -.03 
.06  -.06" 
.00 

Verbal           ;  V  (lonth 
4  Months 
8  Months 

.02        .05  .18* 
.00  -.08 
-.03 

.07      .12*.  .04 
.16*  .03 
.04 

Success           1  Month  - 
4  Months 
8  Months 

.,02'       .04  -.20* 
-.05  .02 
.02 

/ 

.02     -,07  -.01 
.08  .14* 
.06 

Activity         1  Month 
4  Months 
^    8  Months 

\ 

\ 

,     '  \ 

.05  /   .06  .04 
*  -.10*  .03 
;08 

.07     -.02  .02 
-.03  .04 
*  .  "  .07 

f 

80,  E  *  9,  0  *  79* 
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«VV        *  APPENOIX  4,8 

^  CORREWTION^AW(j(r  VARIABLE'SETS  FROM  TEACHING  RATING  SCALES  (EASY  AND  HARg,  TASKS)1 


ONE  MONTH 


— «  4-| 

<*• 

• 

Maternal 

Infant 

*  » 

r  » 

Positive 
Messages 

Negative 
Messages  - 

Techniques 

•Facilitation 

Oisbrow 
Score 

.*  Readings 
To  Leafn 

Oisbrow 
Score 

1        .  ■     ■  »  .  

MATERNAL . 

• 

> 

• 

Positive  Messages  * 
-       Negative  Messages  * 

'  .03 

.01 
•  .03 

.33* 
-.15* 

.4J* 
-.28* 

.22* 
-.09* 

-.23* 
.05 

Techniques*,  * 

Jr 

.01^  ■ 

.09 

-.02 

-.15* 

,  .01 

-.03  ■ 

Facilitation 

.35* 

-.10 

%02  , 

,.60* 

.38*  , . 

-.26* 

.  Oisbrow  Score 

.46*  ^ 

-.26*  v 

-.22* 

.63*^ 

.'33*  X 

-.26* 

INFANT:  . 
*           Readiness  To.  L'earn  . 

.37*  ;  ' 

.08 

..02 

.40* 

.31*^ 
i 

-.65* 

\    •  ' "  Oisbrow  Score  - 

-.30* 

-.11 

-.06  , 

* * 

-.26* 

-.18* 

-.64^ 

\ 


V* 


•     FOUR  HONTHS 


'  •  \  Maternal 

Infant 

\  * 

Po$1ttye 
Messages 

Negative 
Messages 

»  "Techniques 

Facilitation 

Oisbrow 
§ Score 

Readiness 
To  Learh 

Disbrow 
Sco**e 

* 

MATERNAL 

«  • 

i 

Positive  Messages 

.05  . 

.22* 

*    .28*  ' 

.09  ' 

-.?y* 

Negative  Messages 

.11* 

.28*  - 

,  -19*  ' 

-.39* 

-.13*' 

...13*  - 

t  Techniques  ' 

■  •  .13*  " 

1 

.20* 

*  -.18*- 

-.25* 

.-.13* 

-.17* 

Fad  1  i'tatiorr4  ^ 

.23* 

-13*  * 

-"--.12* : 

„58*  * 

.39*  5 

-.09*,  " 

,      Oisbrow  Score 

\  .33* 

'-.30* 

-.21* 

.59* 

.30* 

-.07 

INFANT 

Readiness  To-Learn 

.22* 

-.04  . 

-.11*  ' 

.40*  r 

.29* 

-.30* 

✓  • 
Oisbrow  &ore. 

-,20* 

✓ 

•  -.17*- 

-.05 

> 

-.17^  4 

-.10 

-  .39* 

/  — 


*  TNPflN 


lCoef  f1  dents- afro  ve  diagonal  apply  to  Easy  Task,  .coefficient?  below  diagonal  apply  to  Hard 


Tark.  k 


?Kendall  Correlation  Coeff1c1ents;p  <  .05;Range  of  N-138-178. 


o 

ERIC 
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^APPENDIX  4.8  (continued-page  2) 


CORRELATIONS  AMONG  VARIABLE  SETS  FROM  TEACHING  RATING  SCALES  (EASY  AND  HARD  TASKS) 

EIGHT  MONTHS 


Maternal 

Infant 

*  - 

t 

Positive 
Messages 

Negative 
Messages 

Techniques 

Facilitation 

Dlsbrow 
Score 

pcqQ 1 ncdS 

To  Learn  ' 

V I 5  d row 

Score  \ 

MATERNAL 

Positive  Messages 

ft  A 

-.04 

.22*. 

.21* 

.29* 

.00 

-.12* 

-Negative  Messages 

-.19* 

.  .21* 

-,26* 

-.35* 

-.20* 

.02 

Techniques 

;o7 

-;w*~~ 

\  -.18* 

■A  - 
^^^^ 

*  -.13* 

-.14* 

-..11* 

\  Facilitation 

..28* 

-.27* 

.02 

.65* 

•  37*  . 

.02  „ 

.  Dlsbrow  Score 

.41* 

-.44* 

-.22* 

.56* 

.29* 

-.01 

INFANT- 

Readiness  To  Learn 

.20* 

-.12* 

.13* 

.23*  • 

.12 

-.13* 

Dlsbrow  Score 

'  -.25* 

-.06 

-.14* 

-.17* 

^.08 

-.51* 

\ 


TWELVE  MONTHS 


Maternal 

Infant 

Positive 

Negative 

Techniques 

Facilitation 

Dlsbrow 

Readiness 

Dlsbrow 

"  Messages 

^"Messages 

Score 

To  Learn 

Score 

1 

"    MATERNAL . 

Positive  Messages 

-V  ' 

.08 

.26* 

.32* 

.14*, 

-.11* 

Negative  Messages 

-.18*- 

.34* 

-.33* 

-.43* 

-.33*  „ 

-AV, 

-r-  Techniques 

-.02* 

.18* 

-.19*  - 

-.35* 

.-."31* 

-.10* 

Facilitation 

.39* 

«.30* 

-.13* 

.56*— 

—  ;*33*  — 

--703  

Dlsbrow  Score 

.48* 

-.44* 

-.39* 

.60* 

.34* 

-•OA' 

' INFANT 

Readiness  To  Learn 

.31* 

-.16*. 

-.09 

.24* 

.28* 

-.05 

Dlsbrow  Score 

-.19* 

-.00 

-.15* 

-.08 

-.04  ^ 

-.29* 

»' 

Coefficients  above  diagonal  ^pply  to  Easy  Task,  coefficients  below  diagonal  apply  to  Hard  Task* 

it  & 
-  '    Kendlll  correlation  coefficients ;p<.05iRange  of  N=144-162. 

'  9     '  * 


ERIC 


APPENDIX  4.9 


CORRELATIONS  BETWEEN  EASY  AND  HARD  TASKS 
FOR  VARIABLES  FROM  TEACHING  RATING  SCALES 
i       AT  1,  4,  8,  12  MONTHS  • . 


Teaching  Scale 
Variables  (Easy  j 
and  Hard  Tasks) 


MATERNAL 

Positive  Messages 
Negative  Messages 
Techniques  • 
Facilitation 
Style  of  Inters cti on 

Exploratory  

v  Comfort 
Disbrow  Score 


1  mo. 


4  mo. 


8  mo. 


INFANT  • 

Readiness  to  Learn 

Initial  State 
-  Displeasure 
..Verbal 
.'Success 

Activity 

Disbrow  Score 


.33* 

.18* 

.33* 

.43* 

.01 

.52* 

.28* 


.23* 
.54* 
.19* 
M* 
.10* 
.29* 
.14* 


12  mo. 


.40* 

/  .39* 

.31* 

.39* 

.49* 

/  .44* 

.27* 

.31* 

.31*  , 

:  '  .31* 

.16* 

.21* 

.48*  j 

.37* 

.32*  j 

.49* 

.41*  / 

.51* 

.51* 

— .-59* 

.38* 

.42* 

.24* 

.64* 

.61*   ^  j 

.63* 

.34* 

.39* 

.36*  ! 

.40* 

-.24*  1 

.45* 

.32* 

.65* 

.24* 

.43*- 

.28* 

.32* 

.18* 


♦Kendall  CorrelatioVi  Coefficients;  p  <  .05\  Range  of  N 
100  is  associated  with  exploratory  at  1  mo.). 


95-177  (N  below 
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APPENDIX  4* 10 

UNIVFRSITT  Of  WASHINGTON 
School  of  Nuraing 
NUR51NC  CHILD  ASSESSMENT  PROJECT 


FEED IMG  SCALES 
MATERNAL 


A.  POSITION 

1.  Position  of  infant  U  unaafc.    Difficult  for  adequate 
intake  and  digeation.    Interaction  impoaaibie* 

2.  Infant  My  be  uncomfortable,  unsafe,  and/or  placed  in  a 
position  in* which  interaction  with  the  mother  is  diffi- 
cult to  establish. 

3.  Positioning  provides  adequate  safety  for  infant,  but 
less  than  optical  for  interaction. 

4.  Mother  positions  infant  in  an  age-apprppriote,  safe, 
and  comfortable  position.    In-order  to  do  this,  she 
cust  take  into  account  the  child's  developmental  ^cvel* 
his/her  individual  patterns  of  reaction,  and  hU'her 
individual  food  intake  patterns.    The  positioning  and 
support  are  flexible  and  relaxed  enough  to  provide 
comfort,  freedom,  and  opportunity  for  age-appropriate 
exploratory  and/or  aelf-help  activities.    The  mother 
places  heraelf  in  an  'en  fas*  position,  which  means 
that  her  face  ia  in  such  a  position,  that  her  eyes 

and  those  of  the  infant  meet  fuTIy  in  the  same  verti- 
cal and  horizontal  plane  of  rotation.    In  the  case 
of  breast-fed  infants,  the  'en  fas*  position  is 
'    unable  to  be  established.    The  breaat-fed  mother 
r   attempts  for  the  most  part  to  sssume  a  similar  align- 
oent  with  the  child. 

5.  Mother  positions  infant  to  provide  more  aupport  than 
ia  necessary  which  tends  to  interfere  with  infant  s 
comfort  or  exploratory  activity. 


6.  Mother's  positioning  results  in  the  child  being  un- 
comfortable, and  hinders  a  child's  opportunities  for 
exploratory  behavior. 

7,  Mother  positions  infant  so  he  is  completely  imoobi- 
i  lized  and  uncomfortable. 

&  B.  FOCUS 


2. 


4. 


Complete  inattention  to  situation.    Due  to  innatten- 
tiveness  (distracted  ot  «:ffu>c  focus)  mother  totally 
misses  infant's  needs  for  rest  or  burping,  time-outs. 

Pother  is  easily  distracted  from  the  feeding  by  extra- 
neous events;  attentive  only  to  infants  potent  demands. 
"  (crying,  fussing,-*ucKing  and  rooting  vigorously) 

Mother  is  at  times  distracted  momentarily,  but  fo<  sesv 
mostly  on  the  situation.    Is  attentive  to  both  potent 
and  subtle  demands  made  by  the  infant  in  his  need  for 
rest,  time  out,  or  burping. 

Mother  is  focused  on  the  feeding  and  does  not  engage 
in  distracting  activities  such  as  calking  on  the  phone, 
intensive  or  intrusive  play,  etc.    Sfc»  1*  w«H  aware  ot 
the  infant's  demands  and  needs  and  establifhes  a  rhythm 
in  yfrich  periodic  rests,  burps  and  socia'.izing  are^an 


\  7. 

\ 


integral  P^rt.    She  is  not  overly  concerned  with  the 
asount  of  food  ingested  by  the  infant. 

Mother  perseveres  with  the  feeding  and  attentive  to 
the  situation;  picks  up  o:i  potent*  demands  but  seems 
to  miss  most  of  the  subtle  cues  or  demands  for  rests 
or  burps,  etc.    (squirms,  head  turning,  closed  eyes) 

Mother  rarely  rests  or  burps  infant  when  needed  —  only 
on  getting  food  into  the  infant. 

Mother  is  so  focused  and  locked  into  the  task  at  hand 
that  she  misses  the  demands  and  needs  of  Che  infant  for 
pauses,  rests,  burps,  etc.    Bombards  with-  food. 


\ 


ERIC 
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C.  KINESTHETIC 

0*    Not  applicable  -  e.g.  infant  positioned  so  as  to  pre- 
clude appropriate  opportunities,  for  kinesthetic  stimula- 
tion. 

1.  No  kinesthetic  stimulation.  ^ 

2.  Minimal  amount  of  kinesthetic  stimulation  as  appropriate 
for  age, 

3.  Some  kinesthetic  stimulation  aa  appropriote  for  age. 

4.  Position  movement  for  burping,  rocking,  and  position- 
change;  motion  variable;  intenaity  age-appropriate. 

5.  Much  kinesthetic  stimulation  as  appropriate  for  age. 

6.  Excessive  amount  of  kinesthetic-  provided  as  appropriate 
for  age.  l- 

7.  Kinesthetic  stimulation  continuoua,  obligatory,  non- 
purposeful  in  regard  to  infant*  N 

-D.  VISUAL 


Mother  docan'jt  look  at  baby  at  all.  - 

Rarely  regards  infant  at  all,  doesn't  attend  for  chances 
for  eye-to-eye ^jontact  since  she  misses  cues  from  the 
infant* 

Visually  regards  infaliTAmkmay  eatablish  eye-to-eye. 
contact  once  or  twice,  misses  some  obvious  opportunities 
for  further  eye-to-eye  contact. 

Visually  utilises  self  to  stimulate  infant  as  appropriate 
for  age.    Visually  regards  infant  and  establishes  eye-to- 
eye  contact  frequently  ur  when  the  opportunity  presents 
Itself*   Mutual  pauae  and  fixation  characteristic* 

Visual  regard  more  concentrated,  somewhat  insensitive 

'to  infant  in  her  attempts  to  establish  eye-to-eye  contact. 

Concentrated  visual  regard  modulated "only  by  potent 
cues  from  the  infant.    If  eye-to-eye  contact  is  estab- 
lished, it  occurs  in  awkward  ways.  __  _ 

Constant  surveillanc    of  infant  «yc  contact  may  be 
observed. 

E.a  TACTILE 


No  tactile  stimulation. 

Very  little  tactile  stimulation  provided,  one  or  two 
isolated  instances  of  affectionate  or  functional  touch 
occur.  '  •  * 


Some  tactile  stimulation  provided  shows  awareness  of 
infants  state  and  needs. 

Tactile  mode  of  stimulation  utilized  effectively  by 
mother  to  create  interaction  with  her  infant;  affectionate 
touching  occurs  at  points  during  the  feeding  that  do  not 
interfere  with  infants  sucking;  intensity  variable  and 
in  accord  with  activity* 

Much  tactile  stimulation  showing  awareness  of  infants 
states  and  needs. 

Fxcessitrs  use  of  tactile  stimulation. 

Tactile  stimulation  obligatory,  continuous  and  non- 
purposeful  . 
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APPENDIX  4.10  (continued-page  2) 


VERBAL  I 


9 

ERIC 


So  attempt*  to  verbally  atimulata  infant. 

Few  attcapte  to  verbally  atimulate  infant;  verbal iza- 
tiona  art  rarely  contingent  on  infant'*  cue*. 

S«>-rvh*t  fewer  verbalizationa  than  would  appear 
optimal;  «oee  verbalizations  contingent  on  infant  a 
cue*  appropriate  for  age. 

nattier  leads  infant'*    cue*  well  and  communicates 
•Hi*  verbally  to  the  infant;  she  utilizes  well  oppor- 
tunities to  verbally  stimulate  the  infant  taking  into 
account  his 'state.    Her  verbalizations  are  contingent 
or.  the  infant's  cues  as  appropriate  for  age.    (sec  - 
example's  J 

Somewhat  more  "-erbalizations  th*n  would  appear  optimal; 
sor.e  verbalizations  contingent  on  the  infant's  cues 
.  as  appropriate  for  age. 

Excessive  use  of  verbal  stimulation  by  the  mother; 
'  verbalizations  are  rarely  contingent  on  infant's  cues. 

Almost  continuous  use  of  verbal  stimulation  —  inter- 
mittent contingencies  may  occur. 

VTRBAL  II 


0.  No  verbalizations  preclude  variations  in  type  and 
quality. 

1.  No  variations  in  typo  and/or  quality  of  verbal  stiau- 
laticn.  ' 

2.  Little  variation  in  type  and/or  quality  of  verbal 
stimulation. 

3.  Some  variation  in  type  and/or  quality  of  verbal  stimu- 
lation showing  awareness  of  infants  cues,  state  or 
needs.  % 

4.  Provide*  a  variety  of  age-appropriateness  types  of 
verbal  stimulation  and  varies  in  pitch  and  intensity 
in  accordance  with  infants  state  and  needs. 

5.  Frequent  variations  in  type  and/or  quality  of  verbaliza- 
tions showing  Awareness  of  infants  state  needs  and  cues 

6.  Very  frequent  variations  in  type  and/or  quality  of 
verbal  stimulation. 

7.  Excessive  variation  in  type  and/or  quality  of  verbal 
stimulation. 

H.  MOOD 

1.    lack  of  affect  or  emotional  expression  and/or  feeling 


2.  lack  of  affect  and/or  emotional  expression  character- 
istic.   Spurts  of  emotion  or  feeling  are  present 
occasionally. 

3.  Emotion  and  affect  or  feeling  tone  present  most  of,  the 
time;  however,  there  is  a  Might  tendency  to  fall  off 

and/or  -  f  ail- to^how^he^appx^priatejaao^hADge  j&  

affect. 

4.  Erotior.al  responsivity  permeates.    Mother's  feeling 
•   tone  is  in  a  sense  cmpathic  and  responds  with  an 

affect  and  emotion,  and  compliments  infant's  state 
and  needs. 

5.  Emotion,  affect  and  feeling  tone  present  most  of  the 
time;  a  tendency  to  be  over  intense  occurs  on  one  or 
two  occasions,  however. 

6.  Intense  emotion,  affect  and  feeling  pervade;  shooting 
off  ol  emotion  characteristic. 

7.  Expression  of  intense  emotion  and/or  affect  and  feeling 
characteristic. 


I.    TENSION  .  • 

"   '  \ 

1.    lack  of  tenaion.  Exhausted  and/or  awchanixed  movant* 
characteristic.    Doing  not  responding. 

2*    Too  relaxed.    Raaponsive  only  to  the  potent  cue*  of 
the  infant. 

3.    Relaxation  characteriatic  of  the  aituation.  Responsive 
to  most  cuea,  potant  and  subtle. 

A.    Dynamic  tension  equilibrium  established  as  evidenced 
in  body  movements,  facial  expression,  and  vocaliza- 
tions.   Quick  in  action;  but  not  hasteful.  Halnnce 
between  relaxation  and  tension  maintained  dynamically* 

5.  More  tense  than  relaxed.    Ability  to  respond  to  inf.  fs 
cues  hampered  in  only  a  few  instances. 

6.  Too  tense.    Movements  are  Jerky  (as  opposed  to  unooth), 
shifty,  or  rapid  movements  are  characteristic.  Tense- 
ness begins  to  interfere  with  and/or  inhibit  her 
responsiveness  to  Infant. 

7.  Extremely  tense.    Almost  all  responsiveness  to  Infant 
is  inhibited. 

J.    RESPONSE  I 

No  ^Stress  signals.  , 
# 

No  attempt  to  alleviate  infant's  distress. 

Attempts  to  alleviate  distress  only  after  a  very  long 
period  of  time  elapses. 

Somewhat  longer  latency  than  necessary  in  attempting 
to  alleviate  infant's  distress. 

Moderate  latency  between  infant's  distress  signal  and 
mother's  response;  shows  awareness  of  infant  o  state\ 

Somewhat  shorter  latency  than  necessary. 

Very  short  latency  to  infant's  signals-of  distress. — — 

Immediate  response  to  infant's  distress  continuously. 

K.    RESPONSE  II  * 


minates  the  feeding  immediately. 

Mother  interprets  distress  or  obvious  cues  as  satiation 
cues  and  terminates,  although,  infant  is  still  obviously 
hungry. 

Interprets  most  cues  as  satiation  cues;  feeding  period 
is  characterized  by  frequent  stops  and  startii.  * 


Infant  gives  off  no  cues  that  are  apparent  to  the 
observer . 

Mother  ignores  cues  that  infant  is  satiated  and  ron- 
tlnues  to  force  feed. 

2.  Mother's  response  to  satiation  quite  delayed  and  con- 
tinues to  feed  infant  even  though  satiation  cues  are 
obvious ., 

3.  Mother  recognizes  infant's  satiation  cues  and  delays 
her  termination  response  for  a  short  time. 

4.  Mother  recognizes  infant's  satiety  and  terminates  the 
feeding  promptly,  e.g.,  she  makes  su^r  the  infant  is 
satiated;  attempts  to  give  'infant  nipple  to  make  certain.  , 

S_^JJpon^j^cognizlng  infant's  cues  of  satiation,  she  tcr-   
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UNIVERSITY  OF  WASHINGTON  

"  School  of  Nursing 
"  NURSING  CHILD  ASSESSMENT  PROJECT 


FEEDING  SCALES 
INFANT 


ERLC 


A..    INITIAL  STATE 
fohrn  mother  starts  to  feed) 


1,    Deep  sleep. 


2T   Light  sleep  with  eyes  closed. 

3.    Eyes  may  be  open  or  closed,  eyelids  fluttering, 
drowsy  or  teal-dozing. 

A.    Alert  look;  doesn't  seen  to  focus  sttention  nn 
source  of  stimulation. 

5.  Alert,  bright  look;  seens  to  focus  attention  on 
source  of  stimulation. 

6.  Eyes  open,  considerable  motor  activity... perhaps 
some  fussing.6 

7.  Crying  with  or  without  motor  sctivity. 

B.  PREDOMINANT  STATE 
(select  one) 

Deep  sleep. 

Light  sleep  with  eyes  closed. 

Eyes  may  be  open  or  closed,  eyelids  fluttering, 
drowsy 'or  semi-dozing.. 

Alert  16ok;  doesn't  seem  to  focus  attention  on 
source  of  stimulation. 

AfcrtT  bright  look;  seems  to  focus  attention  on  "  ^ 
source  of  stimulation. 

Eyes  .open,  considerable  motor  activity. . .perhaps 
some  fussing. 

Crying  with  or  without  motor  activity. 

C.  RATE°OF  STATE  CHANGE 
Number  or  state  changes  during  feeding.    (Must  be 

'  2  states  removed  to  count  as  one  state  change,  eg. 
a  S  to  7.  etc.)  .  -J  

Deep  sleep.  „ _ 
LightNslcep  with  eyes  closed. 


yes  closed.  \ 
ir  closed,  eyelids  flut 


tering, , 


Eyes  may  be  open  o 
drowsy  or  semi-dozing 

4.    Alert  look;  doesn't  seem  to  focus  attention  on 
source  of  stimulation". 

 ^Ux^^-t>r^ght-Oook;.-.secas_  xo  focus  atJLentiojv  on — 

source  of  stimulation. 

6.  Eyes  open,  considerable  motor  activity .. .perhaps 
(       some  fu'sblng. 

7.  Crying  with  or  without  motor  activity. 
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D.    MOTOR  ACTIVITY 

o 

1.  Few  instances  of  motor  sctivity  occur,  stays  quietly 
in  one  place. 

2.  ■  Low  level  of  spontaneous  and  elicited  activity  in 

response  to  direct  stimulation. 

-  ^ 

3.  Characteristically  the  infant  ia  aotorically  quiet  in* 
spontaneous  activity  but  has  more  motor  activity  in 
response  to  stimulation  (elicited).  . 

4.  Moderate  in  activity  with  fluctuations  characteristics; 
spontaneous  as  well  as  elicited  present;  motor  responses 
in  control. 

5.  Higher  level  of  spontaneous "sctivity  characteristic, 

.  responds  with  motor  activity  to  most  stimulation  pro- 
vided by  the  mother. 

bt    Very  high "level  of^spontaneous  and  elicited  activity 
in  response  to  stimulation. 

1.\  Motor  activity  in  excess  to  almost  all  stiwuli  presented, 
difficult  to  decipher  spontaneous  from  elicited. 

E.    ATTENTIVENESS  - 

1.    Does  not  give  up  feeding  to  sttend  to  mother's  social- 
ization; too  disinterested,  sleepy  to  go  beck- to  feeding 
,once  it's  been  interrupted. 

2..    Indifferent,  difficulty  in  attending  to  feeding  and/or 
interaction  attempta^by  mother. 

3.  Alertf  and  attentive  some  of  the  time;  may  be  easily 
brought  back  into  interaction  with  mother  when  infant 
becomes  sleepy  or  disinterested;  not  easily  distracted 
by  environmental  stimuli. 

<»  B 

4.  Attentive,  alert,  able  to  respond  and  attend  to  mother's 
1  'cues,  and  is  available  to  feeding  and  intersccion 

alternately. 


5.  Alert  and  attentive  most~of~the-rimeiroore-dif flcult 

to  bring  back  into  interaction  with  mother;  more  easily* 
distracted  by  environmental  stimuli* 

6.  Very  distracted,  difficulty  in  attending  to  feeding 
and/or  interaction  attempts  by  mother. 

7.  Completely  distracted;  unable*  to  attend  to  the  ongoing 
interaction.  m 

F.  VERBAL 

I.    No  vocalizations  other  than  crying. 

* 

2"  Few  vocalizations,  mainly  during  feeding  (sucking, 
gurgling  noises,  no  approximations  to  speech  sounds); 
fev  contingent  vocalizations  (at  8  and  12  months). 

3.    Some  vocalizing  during  pauses  in  feeding;  occasional 
contingent  vocalizations  (at  8  and  12  months). 

A.    Utilizes  pauses  in  feeding  for  vocalizing;  contingent 
vocalizations  (at  8  and  12  months;  uses  age-appropriate 
types  of  vocalizations. 

i>.    Krequent  vocalizations;  frequent  contingent  vocalizations 
(at  8  and  12  months) . 

6.    Very  frequent  vocalizations  during  feeding  as  well  as  in  v 
pauses,  at  times  interfering  with  interactions.  ~ 

7..  Excessive  amount  of  vocalization,  often  interfering  or 
overriding  mother-infant  interaction. 
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MOOD 


i 


1.    Complete  lick  of  affect,  emotional  expreseion  or 
 .  feeling  tone.. 

-     2.    tack  of  effect,  emotional  uxpreeeion.    Spurta  of 
emotion  are  preeent  occaelonelly. 

"   3.    Emotion,  affect,  feeling  tone  present  and  displayed 
moat  of  the  tine,  at  low  key. 

4.    Emotional  responsiveness  permeetea.    Infant  responds 
and  diapleys, affect,  emotion  or  feeling  spontaneously 
and  in  respenae  to  stimulation.    In  slert  periods 
displays  some  type  of  effect. 

*     5.    Emotion,  sffect,  feeling  tone  present  most  of  the 
time;  there  exists  s  tendency  to  be  over  intense 
st  times. 

6.  Intense  emotion,  sffect,  end  feeling  pcrvsde;  shooting 
off  emotion  may  be  seen. 

7.  Expression  of  intense  emotion,  feeling;  sustained 
sffect.  0 

H.  TENSION 

1.  Flaccid,  limp,' little  response  to-being  held,  moved 
or  stimulated. 

2.  Flaccid,  limp  most  of  the  time,  but  is  responsive 
* ,  with  tone  when  handled  by  the  mother  about  25Z  of 

the  time.   

3.  Tone  when  handled,  fairly  flaccid  state  in  between 
,         .  stimulation,  handling. 

4.  .Variable  tone,  reaponsive  to  stimulation  with  good 

tone  as  he  is  stimulated  752  of  the  time. 

5.  Is  on  the  hypertonic  side  when  stimulated  approximately 
502  of  the  time. 

6.  Responds  with  hypertonicity  about  75Z  of  the  time 
then  st  Unrated,  handled. 

7:    Hypertonic  all  the  time  -  legs  stiff,  arched  back, 
etc.,  characteristic. 

—  1—  VISUAL-    —      -    -  —  


Not  applicable  (infant  positioned  so  as  to  preclude 
visual  regard  of  face  and  eyes  or  eyes  closed,  curing 
the  feeding). 

Doesn't  look  at  mother  at  all. 

Eyes v£pen,  no  focus  on  mother  s  face. 

Some  contact  with  mother's  face,  eyes. 

Visually  regards  mother's  face  and  focuses  on  eyes 
— -when-possible — —  -  —  —  

Frequent  contact  with  mother's  face. 

Constant  surveillance  of  aother's  face  or  eye:,. 

Fixated,  hypnotized  by  mother's  face,  eyes. 


9 

ERIC 


CONTROL 


1.  Mother  ia  totally  dependent  on  infant.    Th«  infant 
exerta  hia  control  over  the  situation  through  hia 
autonomous  acts.    Mother  fails  to  guide/direct  behavior. 

2.  Mother- ia  not  totally  dependent  on  the  infant;  ahe 
exercises  direction  in  one  or  two  inataneaa  in  apite 
of  autonomous  activity* 

3.  The  infant  atill  seems  to  be  the  most  influentisl 
exerting  his  control  through  isolated  autonomous  acta; 
however,  the  mother  makes  opportunities  to  direct/guide/ 
shape  behavior  in  apite  of  hia  activity 

4«   A  balance  in  control  is  operating,  each  being  dependent 
on  the  other  to  some  extent;  the  mother  gives  the 
infant  opportunities  to  explore  and  master,  and  the 
infant  allows  the  mother  opportunities'  for  shaping/ 
teaching/directing. 

5.  Mother  is  most  influential  in  her  direction  and  guidance 
of  the  infant  most  of  the  time;  the  infant,  however,  is 
allowed*  some  time  to  explore/master  during  the  feeding. 

6.  Infant  is  pretty  much  dependent  on  the  mother.  .^&he  \ 
allows  few  opportunities  or  instances  for  exploring/ 
mastery  'during  the  feeding.    Exerts  control  through 
her  restrictiveness. 

7.  Infant  totally  dependent  on  the  mother.   Mother  com- 
pletely dominates  the  situation  through  her  direction 
and  restriction  in  not  allowing  any  autonomous  acts 
(exploring/mastery) .  » 
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APPENDIX  4.11 


DISTRIBUTIONS  OF  SCALE  POINTS  ON  ONE  MONTH 
,  MILK  FEEDING  SCALES 


Scale  Items 


Maternal  Scales 
Positioning 
Focus  i 
Kinesthetic 
Visual 
Tactile 

Verbal  -  Amount 
.  '  Verbal  -  Quality 


______  ' 

Tension 

Response-Distress 
Response-Satiation 

Infant  Scales 
Initial  State 
Predominant  State 
Motor  Activity 
Attenti veness 
Verbal 
Mood 

 Tone  


Visual 
Control 


Scale  Points 


0 
0 

0.5 
0 

0.5 

6.0* 
9.9 
T77' 
6.6 
0 
0 


0 
0 

3.3 
1.6 
13.7 
0.5 

-JL5- 


5.1 
0 


1.6 
6.6 
10.4 
2.2 
9.9 
18.7 
18.0 
"87 
1.7 
0 

6.9 


0.6 
'2.8 
20.4 

8.8 
54.9 
11.0 
LZJ. 


Z  ~~20 


13.0 
3.9 


40.0 
33.0 
20.9 
33.1 
27.5 
31.3 
28.5 


7T 

7.7 
17.9 
13.8 

2.2 
36.1 
41.4 
34.6 
14.8 
36.8 
2?.5 


39.0 
16.0 


48.9 
50.5 
53.3 
54.1 
49.5 
37.9 
38.4 


"5878 
50.8 
62.6 
50.0 


17.3 
29.4 
28.2 
48.9 
13.7 
*41 .2 
65.4 


33.9 
43.1 


7.1 
7.7 
11.0 
7.2 
9.3 
1.6 
3.5 


-777- 
32.6 
10.6 
20.7 


33.0 
31.7 
6.1 
6.0 
1.6 
7.7 

7:1 


1.6 
2.2 
2.7 
2.2 
2.7 
3.3 
1.7 


-176" 
6.6 
7.3 
6.3 


32.4 
0 
0.6 
0 
1.1 
2.2 
1.6 


0.5 
0 

1J 
1.1 
0.5 

1.1 
0 

-0;5 
0 
1.6 
2.3 

14.5 
0 
0 

> 

0 
0 
0.5 
0 


6.8 
28.2 


2.3 
7.7 


0 
1.1 


~2S? 


APPENDIX  4.11  (continued-page  2) 


DISTRIBUTIONS- OF  MATERNAL' SCALE  POINTS  ON  FOUR  MONTH 
MILK  AND  SOLID  FEEDING  SCALES  - 


DISTRIBUTION  OF  INFANT  SCAI.r  POINTS  ON  FOUR  MONTH 
  MILK-AIIDSOLIOFCCDING-SCALES"  -~ 


• 

j 

Scale  P 

oints 

Scale  P 

oints 

1 

2 

3 

4 

5 

•6 

7 

oca  i  e  \  icnis 

1 

2 

3 

4 

5 

6 

7 

Maternal  Scales  (Milk.) 

Infant  Scales  (Milk) 

Dnc  t"i  firH  nn 

0.6 

7.6 

45.6 

41.1 

5.1 

0 

0 

Initial  State 

0 

0 

0 

12.7 

45.2 

33.1 

8.9 

Focus 

0.6 

13.3 

28.5 

44.3 

7.0 

5.1 

1.3 

predominant  State. 

0 

0 

15.2 

27.2 

50.0 

7.0 

0.6 

Kinesthetic 

2.6 

17.9 

21.8 

48*1 

7.7 

1.3 

0.6 

Motor  Activjty 

1.3 

3.2 

27.2 

43.7 

19.0 

5.7 

o- 

Visual 

1  Q 

Q.J 

41 .1 

34.2 

10.1 

4.4<  / 

\  1.9 

Attentiveness 

1.9 

5.7- 

20.3 

46.2 

20.9 

3.8 

1.3 

Tactile 

3,2 

12.0 

29.7 

41.1 

8.9 

4.4 

0.6 

Verbal 

10.8 

54.4 

22.2 

8.9 

1.9 

1.9 

0 

Verbal -Amount* 

7.0 

23.4 

33.5 

26.6 

* 

5.7 

3.2 

0.6 

Mood 

0 

4.4 

28.5  . 

48.7 

12,7 

A  A 

1  .  j 

Verbal -Quality 

10.9 

17.0 

26.5 

39.5 

4.1 

1 .4 

0.7  ' 

Tone 

0  O 

0.6 

8.2 

6y  .0 

iy  .u 

O  K 
C.D 

Mood 

1.3 

9.5 

26.6 

50.0 

10.1 

1.3 

1 .3 

Visual 

11. Q 

14.2 

44.5 

d3.  i 

c  o 
b.d 

1  Q 

u 

Tension 

0 

3.2 

8.9 

46.2 

33.5 

7.6 

0.6 

Control 

0.6 

1 .9 

18.8 

CO  .0 

Q  1 

y  •  i 

*  1  Q 

i  .y 

Response-Distress 

2.7  . 

4.4 

14.2 

57.5 

9.7 

7.1 

4.4 

Response-Satiation 

0 

5.3 

'  11.5 

54.2 
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0 

0 
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4.6 
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14.9 
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U 
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14.9 
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Kinesthetic 
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27.6 

22.4 
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0 

0 
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0 

6.9 
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0 
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0 
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37.9 
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.  2.3 
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14.0 
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20.9 
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27.9 
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5.8 

0 

Mood 

0 

0 
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14.0 

24.4 
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7.0 
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Tone 

0 
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1-1 
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6.9' 
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6.0 
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11.5 
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31.0 
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0_ 
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Mood 
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4.6 
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1.2 
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31.4 

22.1 
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Tension 

0 

,  2.3 

6.9 
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-  9.2 

1.1 

i 

Response-Distress 
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14.9 
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3.0 

Response-Satiation  . 
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APPENDIX4.il  (continued-page  3) 


DISTRIBUTIONS  OF  MATERNAL  SCALE  POINTS  ON  EIGHT  MONTH 
MILK  AND  SOLID  FEEDING  SCALES 


DISTRIBUTION  OF-INFANT-SCAjLE  POINTS  ON  EIGHT  MONTH 
*    MILK, AND  SOLID  FEEDING  SCALES 
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1 
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0 
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0 

0 

Mood 

'  5.1 

10.2 

25.4 

50.3' 

8.5 

0 

0 

Tension 

0 

6.8. 

20.3 

49.2 

22.0 

1.7 

0 

Response-Distress 

7.1 

3.6. 

14.3 

67.9 

3.6 

,3.6 

0 

Response-Satiation 
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APPENDIX  4.11  (continued-page  4) 

DISTRIBUTIONS  OF  SCALE  POINTS  ON  TWELVE  MONTH 
-.SOLID  FEEDING  SCALES 
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■     APPENDIX  4.12       *      •    /  " 

4  '  i 

METHOD  FOR  OBTAINING  TC.AL  FEEDING  SCORES 


Scales' are  folded  at  midpoint:  '       1  * 

original  scale  score 

4. 

3t5-\ 

2,6 

1.7 

with  the,  following  exceptions: 


new  scale  score 

4  (optimal) 
3 
2 

1  (deviant,) 


1.  '"infant  state  changes*1  is  emitted  at  all  time  points* 

2.  "maternal  kinesthetic"  an£  "maternal  response  to  distress"  are* 

omitted  at  8  and  12  months.      ,  ^ 

3.  at  8  and  12  months  "mate mil and  at  1  and  4  months  "Infant 

verbal"  Is  coded, as:  1 


original 

3.4 
2,5 
1.6 
.  7 


4.   at  all  gages  "infant  Initial  state"  and  "Infant  predominant  state" 
are  coded  as: 


original 

"•5 
4,6 
3,7  ' 
1,2 


3 
1 


Number  of  scales  which  make  up  score:  , 
12  maternal  at  1  and  4  months  (possible  range  Is  12  -  48) 
10  maternal  at  8  and  12  months  (possible  nnge  Is  10  -  *0)  ^ 
8  Infant  at  all  ages  (possible  range  Is  8  -  32)        »  , 
Total  score  Is  sum  of  scores  recoded  on  4-polnt  scale.   Correction  Is 
made  If  less  than  25X  of  scores  were  missing  by  dividing  .by  the  number  of  nonr 
missing  values  and  multiplying  by  the  total  required.  JFo^example,  there  are) 
10  scales  which  make  up  £  score  and  a  subject  has^only  9  scales  With  a  score; 
If  her  scores  on  those  nine  scales  are  4+3+C+4+2+3+4+2+3  «  27 
score  ■       x   10  »  30  .  % 


DESCRIPTIVE  STATISTICS  FOR  TOTAL  FEEDING  SCOPES 


AT  1,  4,  8  AND  12  MONTHS 

* 

1  month 

4  months 

8  months" 

12  months 

MATERNAL 

• 

>• 

Median 

40.38 

39. C4  t 

35.03  - 

35.54 

*  Mean 

39.95 

38,37 

34.53 

s.n. 

*     6.18  5Sf  • 

4.75 

3.46.  „ 

Range  * 

'2/. 0-48.0 

20.4-48.0 

18.0-40.0 

24.0-40.0 

N  # 

*  182 

158 

143 

14§ 

Mean  Scale  Score 

3.33 

3.20 

3T.38  - 

3.45 

INFANT 

Median 
—^ean 
S.D. 
Range 
N 


25.98 
25.51 
'  3.46  ' 
13.0-32.0 
181 


27.01 
,26.38 
3.31 
15.0T32.0 
158* 


27.01 
-27.05 
.  2.34  t 
20.0-32.0 
-  143 


.28.98 
*  28.44^ 
'  2.47. 

20:0-32.0 

146 
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•APPENDIX  4.13 


DISTRIBUTION  .OF  SUBJEQTS  ON  HOME  STIMULATION  INVENTORY  SUBSCALES 
AT      8,  M2  MONTHS  Or  AGE 


178 
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4;M6nth  / 

/  *l   Emotional  i  verbal  responsivlty 

It   Avoidance  of,  restriction  & 
pynishment- 

III   Organization  of  temporal  * 
environment 

IV  Appropriateness  of  Play  materials 

WMatemttl  involvement  with  child  - 

VI   Opportunities  for  variety  In 
daily  stimulation  «j 


0     1     2     3    4     5     6,7    8     9  MO  11 


8  Mohth 


U  m  162 


r 
II 

'in 

IV 
V 
VI 


Emo'tional  &  verbal  responsivlty 

!*voidance  of  restriction  & 
punishment  r 
rgapization  of  temporal 
environment 

Appropriateness  of  pi  ay  materials 

Maternal  involvement  with'  child 

0/>po"rtuni  ties  for  variety  in 
daily  stimulation 


1           1  ,  *  5  12-11    26   24  43 

•  ?■ 

3     7  .15  32   79  42** 

6   18  43  57  54** 

1     5    10   14   42,  49  34   12     8  3** 

6   13'  19   25  37  78** 

^2   19    751  56   25  1** 


55* 


12  Month 


H  «  169 


1 

U 


Emotional  &  verbal  responsivlty 

Avoidance  of  restriction  & 
punishment  » 

_III  Organization  of  "temporal 

/     .  environment 

'  JV.,  AppYopriateness  of  flay  materials 

V  -Maternal  involvement  wi*h  child 

Opportunities  for  variety  in 
dally  stimulation  * 


VI 


6 

5     1  7 

17  -28  49 

■2 

7 

25 

24   fai  48 

10** 

i 

14 

33 

671*  51** 

"   *  j 

2 

10 

20    31  28 

46  23** 

17 

33 

33  67** 

1 

42 

53 

12**  . 

49** 


1     4     3   12   10   22     48  '  69** 


Metfan 


2.41 


v$.85 

5.99 

5.01 
7.07 
5.08 

2.80 


10:18 


5 

6 

10 

20 

,  30   46  41 

9** 

5.75 

1 

3 

W 

37 

69  46** 

"  4.94 

2 

V 

2 

4    10  25 

45  ,78** 

8.36 

2 

9 

10 

29 

35  84** 

• 

5.49 

12 

29 

41 

48 

3<i** 

• 

3.ft 

••Highest  score  possible  for  thts  subscale. 


D1STR1BUTI&  OF  SUBJECTS  BY  TOTAL /SCORE  OH  HOME  STIMULATION  INVENTORY 
s  ■  AT  4,  8,  &  12  MONTHS  OF  A(jE 

1         •  . 


Age 


4-  , 
Months 


Median 
33.85 


/  . 


4  w 


8  .. 
Months 

Median 
\5.0B 


12  * 

Months 

N  -  169 

■  Median 
-37^54 


Number  of  Scores 


13-20  1  21-25     26-30     ?*      ^2      33     34      35     36  '  37     38     39     40^yi  42-45 


36         9      15      12  *  13      22  14     11      6      2      4  \ 

_  


7 


16         8-11       12     10      19     i4     10    .12     12.   10      8  7 


13         5       8  .     9      7       8     10    .15     11  18 
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CHAPTER  5  .     -  • 

INSTRUMENTATION  (AND.  FINDINGS: 
"    PARENTAL  PERCEPTIONS.  "  ^ 

I 

OVERVIEW 

♦ 

The  assessment  of  parental  perceptions  is  important  for  two  reasons. 
First,  the  literature  on  interpersonal  perception  suggests  that  parents1 
perceptions  of  the  child  influence  behavior  in  various' ways,  thereby  in- 
directiy  influencing  the  child.    Most  specifically,  the  parents'  percep- 
tion "of  the  child  may  have  a  major  impact  on  the  child's  self-image  con- 
cept,  since  the  parents1  comments  and  behaviors  to  the  child  are  one  of 
his  most  important  ways,  in  the  early  years,  of  assessing  the  impact  he 
has  on  the  world  aro"und  him.    In  particular,  there  is  reason  to  expect 
that  a  -particularly  stressful  Situation  would  exist  between  parent  and 

♦  ♦ 

child  if  the  child's  behavior  did  not  match  the  parents'  perception  of 
what  an  "ideal  child"  ought  to  be  like.   Thus  for  predictive  ^purposes  Tft^ 
is  of  interest  to  know  something  about  a  parent's  view  of  the.  ideal  child, 
his  perception  of  his  own  child,  and  any  discrepancies  between  them". 

4    A  second  reason  for  intrrest  in  parental  perceptions  of  the  child 
stefts^  from  a  need  to  find  channels  of  accurate  information  about  children's 
development:without  extensive  testing  of  therchild.    If  parental  percep- 
tions of  their  children  are'generally  accurate,  and  if  they  can  convey 
those  perceptions  with  reasonable  precision,  then  it  should  be  possible  to 
use  parents  as  informants  about  their  children  so  as  to  give  preventive 
care; 

Unfortunately,  studies  of  the  accuracy  of  parental  perceptions  of 
their  children  have  bee^  done  most  often  with. parents  of  retarded  children 


1  •  .  I 

•  '         \     !  :      \  — 

such  information  is  useful  in  telling  us  something  about  parental  ac- 

1      '•'       v  •  "  \ 

quracy  in  cases  of  severe  impairment,  but  may  not  generalize  well  to 


\ 


parents  with  normal  children.    In  such  studies  parents  are  asked  ,to 

\  -  <  V 

estimate  their  child's  developmental. age  in  comparison  to  children  of 

Si  1  \ 

the  same  agye.   Accuracy  of  parental  report  is  then  determined  by  com- 

i  i        ^  \ 

paring  the  parents1  ratings  or  judgmentLS_abjQiut^their  child  with  \he 
ratings  or  judgments  obtained  from  experts,  or  the  scores  from  standard- 
ized tests.    Findings  from  these  studies  vary  in  the  degree* of  parental 
accuracy?  one  reports  a  correlation  of  .78  between  parental  and  peclia- 
trician^stimates^while  another  shows  a  correlation  of  only  .50/ 

[  SttJies  show  that  when  parents  are  in^Jrrect  in  their  perceptions, 
it  jis  almost  always  in  an  upward  direction;  they  see  thefr  child  as  better 

i 

than  he  1s.    In  general,  mothers  are  more  likely- to  overestimate  thar}  are 
fathers.   The  degree^ of  overestimation  is  related  to  the  degree  of  the 
child's  retardation:    more  severely  retarded  children  are  more  accurately 

perceived.    It  is  the  children  closest  to  normal  who  are  rmrt  often  oVpr- 

i 

estimated,  which  again  calls  into  question  the  general izability  of  results 

.  i  *  j  ■  i 

from  studies  of  retarded  children  to  families  of  normal  children.  \ 
i  Although  parents  may  tend,,  to  "underestimate  the  degree  of  the  problem 


\ 


aod 


to  overestimate  the  child's  abilities,  one  might  conclude  from  the  i 

i 

evidence  that  when  parents  do  recognize  a  problem,  their  opinion  should 
be  fieeded.   This  is  probably  especially  true  for  the  early  everyday  sighs 
of  trouble,  which  parents  are  in  the  best  position  to  observe1.  . 

But  whatare  the  implications  for  the  child  of  variations  in  the 

\  :  <     y  ! 

parents1  perceptions?  What  if  the  parents *are  inaccurate?  Does  this  v 
error  have  an  impact  on  the  child? 

The  evidence  about  effects  of  parpntal  perception§von  the  child  is 


scanty  yet  provocative.    Only  two  studies,  both  very  recent,  provide  help- 
ful information.    Greenberg  (1971)  studied  two, groups  of  mothers  and  child- 
ren, one  in  which  the  child  had. minor  physical  abnormalities  at  birth,  and 
the  other  in  which  the  child  was  normal  at  birth,  but  had  serious  develop- 
mental problems  at  age  1.   When  mothers1  perceptions  of  their  infants  were 
assessed,  Greenberg  found  that  the  mothers  of  the  originally  healthy  in- 
fants had  strikingly  inappropriate  perceptions;  either  they^re  unaware 
of  any  problem  in  their  1-year-old,  or  saw  a  problem  but, greatly  under- 
estimated it.    These  same  mothers,  in  general,  had  unplanned  symptomatic  . 
pregnancies,  less  education,  and  had  been  among  the  younger  siblings  in 
their  own  families.         ,  '  .  *     '  . 

Greenberg's  findings  are  curious,  .in  that  they  suggest  a  poor  outcome 
for  an  infant  whose  mother  either  does  not  notice,  or  "denies"  the  exist- 
ence of  serious  problems.    Are  the  child's  problems  a  result  of  neglect  on 
the  part  of  the  mother?  Or  are  the  child's  problems  and  the  mother's      ^  . 
greatly  inaccurate  perceptions  both  reflections  of  a  dysfunctioning 
*  mother-child  dyadic  relationship? 

Broussard  and  HartneWs  study  (1971)  is  more  informative.   They  used 


a  technique  in  which  the  mother  is  asked  about  various  characteristics  of 
the  "average  baby,"  and* then  asked  about  her  own  baby.    For  example,  they 
ask  "How  much  crying  do  you  think  the  average  baby  does?"  and  then  give 
five  alternatives:    a  great  deal,  a  good  bit,  moderate  amount,  very  little, 
none.   After  a  series  of  questions  about  the  average  baby,  the*same  ques- 
tions are  asked  about  her  own  child.    O.ut  of  this  comes  a  score  which 
indicates  whether  the  mother,  in  general,  thinks  her  baby  is  above  or  below 
the  average  baby.    In  their  study  318  primiparae  were  asked  to  rate  the 
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''average  baby"  and  their*own  baby,  at  two  separate^ time  points,  first 
during  the  firat  and  second  postpartum  day  (while  still  irv  the  hospital), 
and  second  at  approximately  1  month.    All  the  infants  were  initially 
healthy-appearing.   At  1  month,  in  addition  to  the  ratings  of  the  infant, 
the  mother  was  also  given  Schaefer's  postnatal  research  inventory,  which 
yields  a  set  of  scale  scores,  six  of  "which  were  used:   depression,  negative 
aspects  of  child  rearing,,  irritability,  need  for  reassurance,  fear  or  con- 
cern for  the  waby,  and  mother    psychosomatic  Symptom  anxiety. 

At  the-time  one  .assessment  (right  kfter  bfrthL  46.5%  of  the  mothers 

»  *  •  c 

rated  «their  infants- as  better  than  average,  although  these  ratings  did -not 
correlate  with  Schaefer's  sctf.a  scores.   At  time  two  (1  month),  61.22  of 
the  mothers .  ra.ted  their  infants  as  better  than  average,  and  the  perceptions 
of  the  infant  were  correlated  with  Schaefer's  scale  scores.   Those  mothers 
who  rated  their  infants  as  below  average  were  significantly  more  likely  to 
rate  high  in  depression,  irritability,  and  negative. aspects  of  child  rearing. 

Broussard  and  Hartner  considered  that  the  combination  of  a  low  rating 
of  the  infr  ".  w***  maternal  depression  and  irritability  might  well  bode  ilT 
for  the  child's  later  emotional  development.   The  1-month  1  .idings  suggested 
that  sobs  of  the  mothers  and  infants  had  already  established  poor  dyadic 
interactions;  prolongation  jof  such  a  relationship  might  well  produce  emo- 
tional  disturbance  in  the  child  at.  a  later  point. 

To  test  this  possibility,  Broussard  and  Hartner  divided  their  original 
sampU  into  "high  risk"  and  "low  risk"  infants,  on  the  basis  of  the  mother's 
evaluation  of  the  baby  at  1  month;  those  who  had  been  rated  by  their  mothers 

c 

as  above  average  at  1  month  were  considered  at  low  risk  for  later  psy- 
chiatric disorders,  whi'ie  those  who  had  been  rated  by  their  mothers  as 
below  average  'at  1  month  were  considered  at  high  risk  for  later  psychiatric 
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disorder.    Eighty-five  of  the  children  were  ttfen  followed  until  they  were 
approximately  %  years  old,  at  which  time  an  independent  assessment. of 
their  psychiatric- status  was  made.    The  clinical  judgments  were  made  by 
people  who  did  not  know  whether  the  children  had  been  rated  as~high  or  low 
risk  initially.    Each  child  was  rated  by  the  clinician  as  needing,  or  not 
needing  therapeutic  intervention  at  age  4^.   The  results  are ' suggestive: 
the  mother's  perceptions  of  the  child  at  time  one  (at  birth)  did  not  pre- 
diet  the  later  need  for  therapeutic  intervention,  but  her  perceptions  of 
the' child  at  time  two  (1  month)  did.   Sixty-six  percent  of 'those  in  the 
"higji  risk"  group  were  seen  at  age  4k  as  needing  therapy,  while  only;  20 
percent  of  the  low  risk  group  were  seen  as  requiringlielp  atjage  4^.  In 
addition,  the  scores  on' Schaefer's  postnatal  research  inventory  taken  at 
1  mon,th,  also  predicted  the  need  for  intervention  at  age  4^:  those 
mothers  who,  one  month  after. the  birth  of  the  child,  were  depressed,  showed 
psychosomatic  arixiet>  symptoms  and  many  "negative  aspects  of  child  rearing" 
were  more  likely  to  have  a  child  who  at  *h  was  perceived  as  needing  psy- 
chiatric  attention. 

It  is  interesting  to  note  that  the  need  for  intervention  at  age  4h 
was  noij  related  to  the  mother's  education,  the  father's  occupation,  changes 
of  income,  prenatal  or  postpartum  complications,  type  of  delivery,  age  of 
mother  at  delivery,  or  sex  of  child. 

In  a  follow-up  of  this -cohort  of  children  Broussard  (in  an  unpublished 
manuscript)  found  the  relationship  between  maternal  perception  of  the  neo- 
nate  and  emotional  developmental 'deviation  stil.l  held  at  10  years  of  age; 
only  7.7  percent' of. those  children  perceived  negatively  at  both  timepoints 
(2  days  and  1  month'of  age)  were  considered  free  of  emotional  disorder  upon 
psychiatric  evaluation.    Again  the  predictability  of  the  maternal  perception 
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ratings  was  independent  of  educational  level  of  the  -f ather  or  mother, 
father's  occupation,  changes  in  income,  type  of  delivery,  mother's  age, 
religious  preference,  and  number  of  siblings.  -  * 

It  should  be  noted  that  there  are  two  possible  interpretations  from 

0 

Broussard's  and  Hartner's  results.    First,  mothers  at  one  month  may  haye 
correctly  perceived  t\\e  degree  of  difficulty  their  'infants  were  having; 
the  low  rated  infants  may  really,  have  had  more oprobl ems,  not  because  of 
anything  the  mother  did,. but  because  of  some  inherent  difficulty.  Alter- 

natively,  the  mother's"  perceptions  at  one  month  may  have" operated  as  self- 

«  *  .*  '        *  * 

fulfilling  prophecies.   Those  mothers  who  see  their  infant  as  better  than 
average  may  continue  to  .treat  the  child  as  ^though  he  were  better;  since 
they  have  a  generally  optimistic  view  of  the, child  and  the  child's  future, 
they  may  develop  a  positive  Interaction  with  the  child  which  in  turn  leads 
to  good  mental  health.   Those  mothers  who  see  their  child  as  below  average 
may  continue  to  see  the  child  as  subr-crmal ,  to  treat-the  child  as  such, 
and  to  have  (or  to  develop)  a  pessimistic  attitude  toward  the  child  or 
toward  their  ability  to  cope.    Without  an  independent  assessment  of  the 
children,  it  is  difficult  to  select  between  these  alternatives,  although 
the  fact  that  the  mother's  emotional  state  at  one  month  postpartum  was 
related  to  her  perception  of  the  infant  lends  some  weight  to  the  second 
alternative. 

V  im 

'The  results  fronj  the  Greenberg  and  Broussard  and  Hartner  studies  are 
intriguing,  even  thoygh  they  raise  more  questions  than  they  answer.  The 
suggestion  is  there,  however,  that  the  parents'  perceptions  of  the  child 
may  act  as  causal  agents  in  the  child's  later  development,  particularly 

in  the  child's  emotional  development.         ,  - 

» 

*  There  are  many  other  elements  in  fhe  ways  parents  vit.  their  world 

*  B 
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devise  t»ufown  ways.   We  will  begin  by  discussing  the  portions  of  the 

maternal  interviews  we  developed  and  .then  consider  the  instruments  of 

others  which  we  incorporated  i.nto  the  interviews. 

Information  about  child  health  and  develop,,ient  has  traditional  lyt.ce_-. 

lied  heavily  upon  contact  wfth  the  mother.   This  study  is  no  exception. 

«  •  -  '!j 

There  are  at  least  twj! good  reasons  why  our  design  has  focused  on  maternal  • 

perceptions  and  reporting  during  infancy.    During  this  period  of  the. child's 
life  the  mother  is  usually  more  intimately  involved  in  caretaking  than  is 
the  father.   There  ds  also^the  practical  consideration  of  the  unavail- 
ability of  fathers  fpr  repeated  study  contacts.   None  of  this,  however,  is 
meant  to  minimize  or  underestimate  the  role  of  the  father  in  the  develop- 
ment  and  well-being  of  the  child.    During  tfte  maternal  contacts  we  tried 
to  get  the  best  possible  picture  of  the  father's -activities  and  attitudes 
by  the  mother's  report.    At  the. end  of  the  year  we  obtained  this  type  of 
information  directly  from  the  father;..  » 

« 

Mother  Interviews  ,  9 

Many  of  the  factors  indicated  by  the  Literature  as  being  important 
to  child  health  and  development  a)  are  not  part. of  traditional  health 
care  assessment,  b)  do  not  have  currently  available  methods  .by  which  to 
assess  them,'  c)  not  being  overtly  observable,  depend  on  parental  reporting, 
or  d)  may  well  be  assessed  more  efficiently  in  a  screening  process  by  using 
parental  reports.    For  these  reasons  interview  items  were  devised  to  obtain 
information  from  mothers  on  those  "facto -s  expected  to  be  useful  in  pre- 
dicting future  health  and  developmental  problems  of  their  children  and  in 
getting  clues  for  how  to  help  them.   These  interviews  were  also  used  as 
the  source  of  information  on  demographic  variables. 
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getting  clues  for  how  to  help  them.   These  interviews  were  also  used  as 
the  source  of  information  on  demographic  variables. 
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A  listing  follows  »  iiich  highlights  the  major  areas  of  content  for 
each'of  the  maternal  perception  instruments:  i 

Prenatal*oQuestionnaire  (Appendix  5.2) 
Note:   This  is  the  only  contact  in  which  a  questionnaire  was  used  rather 
than\  an  Interview. 


Attitudes  and  concerns 


Feelings  about  being  pregnant  and  con- 
cerns during  pregnancy 


\Expectations  about  baby 


Pregnancy  history 
Family  health  history 


e.g.,. what  baby  would  be*  like,  when 
she  expects  to" see,  hear,  and  be 
aware  of  surroundings 

Whether  wants  cuddly  or  active  baby, 
boy  or  girl 

Whether  pregnancy  planned,  interrup- 
tion of  future- plans 

o 

Amount  of  physical  and  emotional 
help  during  pregnancy,  someone  to 
share  concernr  with" 

Feelings  about  pregnancy  and  major 
concerns 

Newborn  interview  (Appendix  5.3) 

Past  pregnancies,  medical  complica 
tions,  medications,  etc. 


Preferences  about  baby 
Disruption  caused  by  pregnancy 
Help  and  support 


Husband's  or'partner's 
"attitudes  and  concerns 


.  <3 


Prenatal  care 

Labor  and  delivery  experience 
Hel^at  home  '  ^ 

Concerns  " 


Conditions  of  mother  and  other  rela- 
tives 

Visits  to  doctor  and  prenatal  classes 
Reaction  to  the  -birth  process 

t 

Whether  will  have  help  after  discharge 
and  if  arrangement  satisfactory 

Mother's  and  father's  primary  concerns 
at  this  time- 


One  Month  Interview  (Appendix  5.4) 


Reaction  to  child 

Care  taking  activities  . 
Decision  making 

Mother- father  relationship 


What  it's  been  like  since  baby 
brought  home;  reaction  to  crying, 
etc,  - 

Involvement- of  each  parent 

Participation  of  each  parent  1n 
several  types  of  decisions 


Their  similarities  and  differences, 
agreement  on  child  rearing,  and 
mother's  satisfaction  with  the 
•  relationship 

Primary  concerns  of  each  parent 
Feelings  about  being  a  mother 
Four  and  Eight  Month'  Interview's  (Appendix  5.5) 
Note:   These  two  interviews  were  identical. 
Family's  .health 


*  Concerns 
Perception  of  motherhood 


Caretaking  activities 
Perception  of  motherhrood 
Concerns 


Illnesses  and  accidents  of  child, 
s   health  of  other  family  members  . 

Involvement  of  each  parent  . 

Feelings  about  being  a  mother  \ 

Primary  concerns  of  mother 


Twelve  Month  Interview  (Appendix  5«6) 

 .  -  -  *  -  -  . 

Mother's  time  out  of  home  • 


Child's  health' 
Discipline 

Caretaking  activities 
Concerns. 


Mother  return  to  school  or  employ- 
ment, alternate  caretakers 

Illnesses  and  accidents0 

Frequency  and  types  of  discipline, 
parent  agreement  on  discipline 

Each  parent's  involvement,  mother's 
management  of  time-  "*  "' 

Primary  concerns  of  each  parents 
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Future  plans  Mother's  future  plans  for  child, 

her  perception  of  how  well  child- 
'    -    -  will'  do  at  school  , 

Perception  of  motherhpod  Feelings  abou^  being  a  mother,  amount 

of  help  during  year,  and  plans 
for  other  children 

Reaction1  to  study  How  influenced  their  activities  with 

*  child;  advice  and  suggestions  , they 

have 

The. frequency  distri buttons  from  these  interviews  (Appendix  $\7)  pro- 
vide a  picture  from  the  mothers'  points  of  view  at  the  different  times  from 
pregnancy . through  the  first  year  of  their  children's  lives.   Although  only 
54  percent  said  their  pregnancy  was  planned  and  not  a  surprise,  78  percent 
of  the  mothers  were  pleased  or  delighted  at-  learning  they  were  pregnant. 

e  « 

More  (87  percent)  reported  feeling  positively  by  the  third 'trimester.  Ap- 
proximately the  same  proportion  of  fathers  were  reported  by  the  mothers  to 
be  pleased  or  delighted  about  the  pregnancy. 

These  expectant  mothers  were  hot  witnout  their  problems,  however. 
Thirty-eight  percent  .viewed  pregnancy  as  a  moderate  to  great  interruption 
of  their  plans  for  schooling  or  a  career.    Some  lacked  the  amount  of  physi- 
cal help  (8.3  percent)  or' emotional  help  (15.1  percent)  they  felt  they 
needed.  /  Many  expressed  concerns  during  the  prenatal  period,  primarily 
about  their  unborn  child's  health  and  their  own  health. 

A  majority  of  the  mothers  preferred  a  baby  that  would  be  both  cuddly 
and  active.   The  majority  also  had  no  sex  preference.    For  those  who  stated 
a  preference,  however,  slightly  more  mother?  preferred  a  boy  than  a  girl. 
Fathers  reportedly  had  stronger  hopes  for  bqy  babi es .  / 

When  asked  what  they  expected  their  babies  to  be  like, Approximately 
one  in  five  mothers  offered  no  response  or  said  they  didn't  know.   Some  of 


\  : 

the  most  Interesting  insights  into  maternal  expectations,  however,  came 
..from  asking  questions  about  the  very  early  staqes  of  child  development, 
e.g.,  at  what  age  the  baby  would  be  aware  of  the  surroundings,  would  hear, 
and  would  see.  I Table  5.1  shows  the  mean  ages  of c the  responses.  Although 
some  mothers  realized'tha^  their  babies  would  be  sensitive  to  sensory 
stimuli  as  early  as  birth,  many  clearly  did  not  antjcipate^lje  potential^ 
their  newborns  would  have  for  reacting  to  the  outside  world  of  which ^they 
'(the  mothers)  would  be  an /important  j^t.JJ^ 


mothers  thought  their  baby  would  be  aware  of  his"  surroundings  and  what 
was  going  on  around  him  at  2  months  of  age.   Only  13  percent  expected  J 
awareness* to  start  at  birth  and  36  percent  reported  it  would  occur  after  / 
1, months  of  age.   The  expectation,  in  f^ct,  ranged  i*p  to  1  year  of  age.    *  - 
The  data  in  Table  5.1,  especially  the;upper  end  jof  the  ranges  reported  .by-- 
the  mothers,  certalnjy^iiis  implications  for  prenatal  education.    It  aTso  \ 
suggests  the  potential  benefit  of 'using  techniques  such  as  the  Brazeltpn  j 

Neonatal  Assessment  to,  demonstrate  to  the  parents  during  the  newborn  / 

~  -  / 

period  babies1  capacity  for  alertfiess  and  response.  ' 

After  the  important  eveta  of  the  baby's  arrival,  while  the  mother  was 

still  in  the  hospital,  information  was~obtained  from  her  about  her  reactions 

to  the  birth  process.    First,  an  open-ended  question  was  asked  to  get  their 

most  spontaneous  responses:    "What  did  you  think  of  your~-labor  and  delivery 

experience— what  was  it  like?"   Multiple  responses. we re  accepted  and  coded 

into  the  categories  shown  in  Table. 5. 2.   When  mothers  were  unlimited  in  - 

the  number  of  comments  they  could  ma'<e,  50  percent  used  negative'terms  fn 

describing  their  labor  and  delivery  experience.   The  mothers  were  next 


asked  to<  rate  the  same  experience  on  a  five-point  scale.    It  is  interestiny 


9 
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that  when  forced  to  make  one  qualitative^ummary  of  it,  the  negative  nature 

236  - 


5.12 


TABLE  5.1 


f  MOTHERS 1  EXPECTATIONS  ABOUT  THEIR  BABIES1  AQE 
«  FOR  SPECIFIED  ACTIVITIES 


Question 


At  what  3ge  do^you  think  your  baby 
wlji  start  to  be  "aware  of  his/her 
jsucroyndings  or  know/ what  is  going 
on  around,  h.im/her?  /> 
'   ".  "      "'-  » 

At  vJltat  age  do  you  tblnk  you  will 
star,t  teaching  things  to  yourbaty? 


.r 


ax 


At  what1  age  do  you  think  your. 
*  baby  will  first  be  able  to  see 
'  :objec4;s  arid  .people1-  clearly?  *  , 

At  what  age  do  you  ihink  your 

-baby  will  first  be  able  .to  hear. 
,  sounds  and  voices  clearly? 
.  •   '         ....  ..  -\ 

At  what  age  dp  you  pink  talking 
;  to  yo-  •  baby  win  be  especially 
important?  *    \  ' 


Mean 
In  weeks 


SO  ... 
in  weeks.. 


Range 


7,8 


'9.5- 


£.9 


4.0 

> 

11.4 


8.1 


L 


10.5  / 


5.2 


4.7 


.19.2 


Birth  to" 
1  .year 

Birth  to 
1  year 


Birth  ^to 
8  mont-Jjs 


Birth  to  ♦ 
8  months 


Birth  to/. 
2*years 
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TABLE  5.2         .  .    -  • 

.  "  PERQENT  OR>MOTHERS  REPORTING  SPECIFIED  RESPONSES 

-   *  ■      •  TO  LABOR  AND  DELIVERY 


• 

s 

Response  Category  j 

1  \ 

Tdwible,  painful,  awful,  bad,  ordeal, 
*  gruelling  ^  50.3 

HardworkJ  ^khausting,  fntense,  1$§         _  16.1. 

Beau  tifufy|exci  ting,  good,  nice,  fun% 
;  e/sy,;Mck  . 

Neutral ,  just  as  expected,  not  bad 

Preparation,  classes,  practices,  , 
*    natural  chilqbirth 

Drugs,  pain  killers i  anesthesia,  induction 
Hel p  from  husband,  doctors nurses • 
Other 


"    1  TABLE  5i3 


DisjRmrritw  of  mothers  by  rating  of  labor  and  delivery 


.Best  experience- ever  had  I  *  14.1 


Exciting  and  fascinati-n^  ■      ■  /  57.$ 


• 

f 


Either  pleasant  no*^/unptea$ay*t  10.4 


u      Unpleasant^ oj  depressing  '  12.0 


*  Worst  experience  ever  had  5.2 

.;/•  v      r  ,  ^ 

'  I  •  ■     None  ofvabove;  specify    ,  .1/0 


/ 
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of  the  previous  responsg^jHminishes  .(Tabjg^jQ-y  Nearly  thnee-fourths 

rated  their  labor  and  delivery  as  exciting  and  fascinating,  or  as"  the 

'  •  / 

best  experience  they  had  ever  had.   This  discrepancy  may  be  a  good  example 

of  differences  in  information -gained  through  informal,  open-ended  questions 

and  more  structured,  forced-choice  types,   Thpse  differences  will  need  to 

be  recognized  in  the  ongoing  development  of  assessment  methods. 

In  any  event,  there  are  potential  indi/ators  of  the  need  for  help  and 

support  when  some  mothers  view  their  infants  arrival  as  an  unpleasant 

event  or  worse.   This'was  the  case  for^33' of * the  study  mothers  (Table  5.3). 

As  one  might  expect,  experiencing  perinatal  compilations  (as  indicated  by 

the  risk  score)  was  associated  with  a  negative  perception-of~tne  labor  and 

1/ 

delivery  experience  (tau  =  .20,  p<  /01). 

-  The  mothers  were  asked  whether/they  would  have  someone  to  help  them 
at  home  after  being  discharged  from  the  hospital.   The  overwhelming  answer 
was  yes  (93  percent),"  Two-thirds  expected  to  receive  help  from  their  own 
mother  ar\d  the  rest  from  husbands,  other  relatives  or  friends.  Almost 
without  exception?  they  were  satisfied  with  the  helping  arrangements. 

While  in  the  hospital,  the  mothers  showed  a  shift  in  their  primary 
concerns;  al^ough  they  still  gave  thought  to  the  child's  and  parents' 
health,'  they  were  more  concerned  with  the  physical  caretaking  of  their 
new  baby. 

.When  the  babies  reached  1  month  of  age  the  study  home  visits  began. 
Although  no  data  were  collected  to  document  these  impressions,  the  home 
visitors  summarized  their  views  of  the  onermonth  contacts  along  the  follow- 
ing lines:    this  appeared  to  be  a  time  of  reorganization  for  the  families. 
Adjustments  were  still  being  made  to  the  presence. of  a  new  family  member, 
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to  the  responsibilities  for  care  and -to  disrupted  schedules.  Mothers, 

unlike  the  way  they  appeared  1n  later  visits*  were- often  dressed  1n  robes. 

Fatigue  and  depression  were  suggested  1n  some,  households  by  the  mothers' 

low  energy  leve}%  the  drawn-curtains,  and  the  darkened  homes.. 

Even  so,*  when,,  the  mothers  were  asked  at  one  month  what  their  babies  * 

had  been  like  since  their  homecoming,  about  three  out  of  four  made  posj-v 

tive  comments  about  their  child's  temperament.   The  next  most  frequent 
■  *  ' 

comments  (30  percent)  were  negative  in  nature  and  involved  the  schedule 

of  infant  activities  such  as  sleeping  and  feeding.   This  is  congruent  with 

the  findings  from  the  Sleep- Activity  Record  (Chapter  3),  which  documented 

the  first  month  as  being  the  most  irregular. 

At  this  early  age,  one  of  the  baby's  major  signals  for  attention  of 

one  kind  or  another  is  crying.   About  one-fourth  of  the^jnothers  reported 

that  their  babies'  ccyiog  disturbed  them.   Another  fourth  said  it  didn't 

bother  them.  0  The  rest5 reported  a  variety  of  reactions  such  as  empathy, 

*  - 

helplessness,  or  awareness  of  the  need  to  adjust  to  it.   When  asked  what 
they  did  about  their  infant's  crying,  one-half  said  it  depended  on  the  type 
of  cry.   That  is,  they  could  distinguish  differences;  knowing  the  approxi- 
mate  schedule,  they  decided  what  approach  to  take,  e.g.,  whether  to  feed, 
change,  turn,  comfort,  or  let  cry.    Some  mothers  said  they  responded  1m- 
mediately  to  crying;,  others  said  they  usually  waited  20  minutes  before 
responding.   The  mean  was  four  minutes. 

'    The  mother  was  the  major  caretaker  for  all  but  five  of  the  babies. 
Most  reported  that  the  father  assisted  a  moderate  to  a  great  deal  in  child 
care,  but  about  one  out  of  four  mothers  said  he  helped  very  little  or  not 
at  all.   The  activities  in  which  the  father  participated  most  were  "playing 
(90  percent),  "diapering"  (79  "percent),  and  "feeding"  (58  percent). 


Besides  the  time  spent  in  caretaking  activities,  the  mothers  reported 
considerable  involvement  with  the  child-in  other  ways  such  as  rocking, 
talking,  holding,  and  so  forth.   Most  said  they  were  spending  30  minutes  , 
at  a- time,  three  to  four  times  daily  in  non-caretaking  activities  with  the 
child.    All  but  13  percent  were  able  to  identify  something  they  were  teach- 
ing- their  baby  as  early  as  1  month,  the  predominant  category  of  teaching 
being  some  kind  of  eye  skill.  .  •  .  - 

Mothers  were  concerned  primarily  about  four  major  areas  at  on>  month: 
their  children's  health,  family  relationships,  parenthood,  and  finances. 
Mothers  reported  fathers  to  have  a  clear  majority  in  financial  and  job- 
related  concerns.   To  view  these  findings  as  they  were  based  in  the  reali- 
t1%s  parents  faced,  this  was  the  time  of  economic  hardship  and  high  unemploy- 
ment which  hit  the  Seattle  area  with  especial  force. 

'  Most  (85. percent)  of  the. mothers  saw  themselves  as  making  the'routine 
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(such  as  scheduling  or  how  to  feed  or  bathe)  decisions  about  the  baby. 
When  it  came  to  the  important  decisions,  (e.g.,  when  to  call  the  doctor  or 
the  choice  of. a  babysitter)  about  the  baby,  however,  one-half  of  the 
couples  made  these  jointly.    The  degree  of  parent  agreement  or  mutuality  i 
in  regard  to  the  children  as  reported  in  this  sample  is  high;  81  percent 
repo/ted  that  the  mother  and  father  agreed  a  good  bit  or  a  great  deal  on. 
how  toYalse  their  child. 

The  conduciveness  of  the  environment  for  child  rearing  in  this  group 
is  further  shown  by,  the  positive  comments  made  about"  motherhood;- very  few 
reported  neutral,  ambivalent,  or  negative  feelings  about' being  .a  mother. 
Of  course,  motherhood  is  something  we  might  expect  very  few.to  speak  against 
no  matter  how  they  felt.'  the  variability  on  this  item  provides  little  help- 
ful information  except  in  combination  with  other  related  variables.  _____ 


:     At  four  months  it  was  evident  that  our  study  families  were  more 
settled  and  adjusted  to -their  infants.   Mothers  were  even  more  positive 
in-  describing  their  babies.   Their  comments  about  their  recent  experience 
as  a  mother  indicated  that  they  were  mindful  of  the  adjustment  they  were 
going  through  and  that  things  were  improving.   When  asked  whether  mother- 
hood matched  their  expectations,.  36  percent  said  it  did  not.   Most  said 
being -a parent  was  better  than  they  expected,  but  10  percent  thought  it 
was  worse  or  more  demanding  than  they  had,  anticipated. 

At  four  months  a  picture  of  the  parents'  health  was  obtained,  and 
problems  were  reported  which  undoubtedly  made  the  parent  roles  more  diffi- 
cult.  The  major  problems  reported  by  mothers  ;w,e re  viruses  or  allergies 
(22  percent),  sleep  disturbances  (14  percent)'',. -and  gen i to- urinary  condi- 
tions  (10  percent).    Three  percent  of  the  mothers  also,  reported  emotional 
problems*.   Two-third's  of  the  mothers  were  under  routine  medical  care  for 
checkups  and  an  additional  20  percent  were  under  care  for  health  problems. 
In  contrast,  43  percent  of  the  fathers  were  under  care,  mostly  for* regular 
checTups  (30  percent);. 

Most  of  the  mothers  .(98  percent)  rated  their  child's  health  as  good 
to  very  good,  and  practically  all  of  the  children  were  under  a  doctor's 
care  for  well-child  supervision.. 

* " 

The  parental  concerns  expressed 'at  four  months  were  similar  to  those 
reported  earlier,  i.e.,  their  child's  health,  the  responsibilities  of 
parenthood,  and  the  financial .and  practical  requirements  of  making  ends 
meet.    Fewer  mothers,  however,  spoke  of  child-related,  concerns.   This  is 

not  surprising,  since  the  first  month  <s  an  intense  time  for  the  mother  in 

• '  \  •  „ 

getting  acquainted  with  the  baby  and  establishing  successful  cara  routines. 

By  the  fourth  month  many  mothers  were  working  or'had  other  involvements. 


They  also  had  had  a  chance  to  get  to  know  their  babies. 

'with  the  growth  of  the  children  parent  activities  snowed  change. 
Fathers  "were  reportedly  expanding  their  child%care  activities  more  1n 
the  areas  of -bathing,  Soothing,  and  other  comforting  activities.  More*, 
mothers  said  they  jtalked  to  and -played  with  their  4-month-old  babies. 
Only  four. mothers  said  they  engaged.™  no  child  teaching  activities, 
the  rest" were  doing  more  teaching  in  the  areas  of  grasping,  language, 

,  # 

and  motor  developmentT1 

The  mother  continued  to  be  the  primary  caregiver  in  most  of  the 
families.   The  majority  (76  percent)  of  the  fathers,  however,  were  in- 
volved in  the  child's  care  to  a  moderate  degree.or  greater.   Most  of  the  - 
mothers  (81  percent)  were  satisfied  with  the  father's  caretaking  involve- 

« 

ment. 

By '8  months  of  age  children  make  important  and  evident  developmental 
strides.   Motoricaljy  they  are  about  to  the  point  of  crawling;  in  language 
some  have  begun  imitative  repetitive  syllables;  socially  their  responses 
include  belly  laughs-.   They  are  active  and  responsive  in  a  manner  which 
makes  those  around  them  more  aware  of  them  as  persons  rather  than  just  as 
-dependent  babies.    Our  mothers  tended  to  describe  their  infants  £t~8  months 
in  terms  of  their  physical  development  and,'  for  the  first  time,  to  stress 
evidence,  of  their  individuality.  ...  ^ 

Parents  were  responding  and  adapting  to  these  developmental  changes, 
with  changes  in  their  own  activities..   Many  mothers  reported  they  and  the 
~  fathers  were  teaching  their  children  different  motor  skills,  and  more  • 
'reported  teaching  activities  related  to' language  and  social  development 
than  had  previously.  -  As.  a  group  fathers  maintained  their  Involvement  in  _ 
child  care  (78  percent  were  giving  a,  moderate  amount  of  care  or  more),  and 

20  0 
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some  mothers  (15  percent)  again  expressed  dissatisfaction  with  their  1 
partners''  involvement. 

As  for  their  motherhood  experience,  the  majority  again  expressed 
positive  feelings.    Some,  however,  said  they  were  still  aJjusting  or  felt  ^ 
things  were  improving.   Although  those  expressing  negative  feelings  about 
motherhood  were  in  the  minority ,^it  was  a  larger  minority  than  at  four 
months i 

•     Although  approximately  one-third  had  health  complaints  of  viruses  or 
allergies,  the  other  problemse such  as  sleep  disturbances  were  much  less  ' 
prevalent.   Thirty  percent  of  the'mothers  were  under  a  doctor's  care  for 
reasonsjother  than  regular  checkups. 

By  the  study  children's  12th  month',  45  percent  of  the  mothers  had 
returned  to  work  or  school..  Their  infants  were  cared  for  in  the  mother's 
absence  mostly  by  relatives,  friends  or  sitters  and  almost  without  ex- 
ception these  arrangements  were  considered  satisfactory. 

■* 

At  1  year  of  age  mothers'  descriptions  of  their  babies  focused  even 

* 

more  on  their  physical  characteristics;  both  parents  did  the  most  teaching 
in  motor  and  language  development.   When  the  mothers  were  asked  what  they 
enjoyed  most  about  their  child  the  most  frequent  responses  were:  watch- 
ing the  child,  playing  with  him,  taking  pride  as  a. parent,  and  being 
pleased  about  his  health  and  happiness.   They  said  the  hardest  part  about 
their  12-month-dlds  was:    the  caretaking,  guiding  character  development,  . 
and  having  patience.  a  •< 

The  median  frequency  for  child  discipline  was  three  to  five  times  per 
day  and  the  primary  forms  it  took  were  saying  "no-no"  or  hand-slapping. 
Disturbing  the  parents  was  siven  as  the  major  cause  of  discipline.  Mothers 
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reported  the  main  -areas  of  disagreement  .with  the  father  regarding  child 
rearing  were  restrictions  on  the  child  and  punishment  procedures*  But 

three- fourths  of  the  mothers  reported  high  agreement  with  the  father  on 

•  ,  .  a 

. child- rearing  practice's \  .  . 

At  12  months  more  po^tive  comments  were  made  about  the  mother's 

role,  and  68  percent  of  the  couples  were  already  planning  for  subsequent 

children*   Although  the  majority  of  parents'  primary  concerns  at  that  time 

— .  *  > 

were  not  related  to  the  1-year-old,  when  mothers  were  asked  specifically 

about  developmental  concerns,  one  out  of  four  said  they  did  have  some* 
These^oncerns  included  all  areas  of  development,  but  there  were  more  con- 
cerns about  physical  development* 

-  Data  Reduction.   Appendix  £.t  shows  the  variable  sets  from  the  inter- 
views  with  mothers-;  "the  source  "from  which  the  sets  were  derived,  as  well 
as  the  median,  range,  and  N.   We  followed  several  steps  in  arriving  at 
these  sets.    First,  all  open-ended  questions  were  coded  into' meaningful 
categories.    Then  frequency  distributions  were  run  on  all  variables; 
those  which  showed  ffo  variability  were  excluded  from  further  analysis. 
Items  with  similar  meaning  were  combined  into  potential  sets  so  as, best 
td.Wlect  the  underlyfhg  meaning.    Correlations  or  cross'  tabulations 
were  then  done  to  assure  that  there  was  covariance  among  the  variables 
within  each  .set,  or  that  at  least  they  were  not  working  against  each 
other.    Those  variables  retained  in  the  sets  were  then  summarized,  usually 
.  through  addition,  to  get 'a  score  for  each  set...  The  formula  used  to  score 
the  summed  variables  was: 

(#  of  oositiveVesponses/  #  of  responses  given)  x  total  possible  re- 
sponses for  the  Set 

This  adjusted  the  score  in  the  event  that  some  items  in  a  set  were  not 


answered.   Responses  to  more  'than  one-third  of  the  items- in  any  set  had 

•     '  *  1 

.to  be  present  for  the  individual  .to  receive  a  score  on  the  set. 

The  reader  will  note  in  Appendix  5.1  that  the  variable  sets  vary  as 
to  the  time' points  for\hich  they  exist;  some  sets  are  available  for  all 
study  ages0and  some  for  only  orie  or  two.    It  Will,  also  be  noted -that,  for 
those  sets  available  across  time  points,  the  items  forming  the  set  some-  t 
times  differ  from  one  time  to  another.   These  differences  result  from  the 
natural  changes  in  content  pertinent  to  child  rearing  at  different  times 
during  infancy  and  from  the  practical  limitations  on  getting  al.l  possible 
Information  at  each  contact.-  ' 

A  brief  description  of  each  variable  set*  and,  where  appropriate,  its 
consistency  over  time  follows: 

PSYCHO-SOCIAL  ASSETS  (PSA):   This  variable  set  includes  supports  and  posi- 
tive characteristics  in  the  mother's  life  that  we  considered  conducive  to 
an  optimal  environment  for  mothering  and  child,  rearing. 

Prenatal ly— a  mother  was  considered  to  have  a  high  index  of  psycho- 

.  *■  ' 

social  assets  if  the  pregnancy  had  been  planned,  if  she  was  pleased  about 

pregnancy,  and  did  not  'ind  the  pregnancy  to  be  disruptive  of  her  future 

plans.   She  also  had  someone  with  whom  to  share  her-concerns-and-had 

enough  physical  and  emotional  help  as  well  as  some  free  time  for  herself ' 

during  the  pregnancy. 

,1There  were  two  exceptions  to  this- scoring  procedure:  12-month 
Achievement.  Expectations  was  scored  by  multiplying  the  Items  1n  the  set; 
prenatal  developmental  expectations  was  obtained  through  averaging  the 
items— three  out  of  the  five  had  to  be  answered  to  be  scored. 

2The  frequency  distributions  for  the  reduced.  Variable  sets  are  at  the 
end  of -Appendix-  5.7. 

* 
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_  One) Month— a  mother  with  a  high  PSA  Index  was  satisfiedjrtth  her* 
marriacje  and  had  positive  feelings  about  being  a  mother.  ■  * 
?our  and  eight  months— a  mother  with  a  high^PSA  Index  was  satisfied 
Tth  the- father's  caretaklng  Involvement,  had  had  positive  mothering  ex- 
periences and  felt  positive  about  motherhood.  *  ^  . 

Twelve  months—a  mother  with  a  high  PSA  Index  had  had  positive  mother- 
ing experiences  and  enough  .physical  and  emotional  help  thrpdghqut  the  year. 

*  ■  i  .  j 

The  Kendall  Taus  between ^ the  PSA  scores  across  time  pbints  ranged  ~~  { 
from  .00  to  .24.  .The  highest  Significant  correlation  was  between  4  and  8j 
months  (the  items  for  both  of  these  time  points' were  identical)...  The  most 

consistency  1s  shown  between,  1  month  and  all  later  ages,  but  the  coeffl-  j 

p  ; 
dents  are  generally  low,  Indicating  only  moderate  stability  Sver  time,  j 

DEVELOPMENTAL  EXPECTATIONS:    (Prenatal ly  only)  This  variable  set  taps  the 

—  .  ! 

-mother's  knowledge  level  about.some  of  the  beginning  stages'of  a  child's^  . 
development,  such  as  seeing/hearing,  etc.   The  score  1s  an  average.  1n  ; 

^  "        T       \  n 

weeks  of  the  five  Items.  The  mos.t  desirable  direction  of  this  value  1s^ 
toward  lower  values,  i.e.,  the  earlier  aSnother  experts  her  baby  to  see, 
hear,  and  be  aware  of  surroundings,  the  earlier, she  is  apt  to  provide  % 
animate  and  inanimate  environmental  stimulation  for  the  child. 
FATHER  INVOLVEMENT:  This  set  reflects  the  mother's  perception 'of  the 
father's  participation  in  the  child',s°  care,  his  teaching  activities  with, 
the  child  and  any  concerns  he  had  about  the  child.  » 

-  Prenatally-.-the  highly  involved  father  is  pleased  about  the  preg- 
nancy and  is  the  person  who. gave  his  wife  the  most  physical  and  emotional 
support  during  the  prenatal  period.  . 

One  month— the  highly* involved  father  is  a  moderate  to  great  parti ci 
pator  in  the  child's  care,  provfdihg  four  or  more  caretaking  activities, 
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and  has  some  chi Id- related  concerns*  *- 

Four  and  eight  months-r-the  highly  involved  father  possesses*  all  of 
the  qualities  described  at  the  Imonth  plus~~he  teacfieFthe  child. one  or 

'  \  4  r 

more  things  and  spends  two  or  more  hours  wUh  the  child  each  day/ 

*•"""*  *      -  * 

Twelve  months— the 'highly  involved,  father  is  one  who  teaches  the  chiTd 
one, or  more,  things,  has  some  child-related  concerns,  and  ^s  the  person  the 
♦mother  has.  perceived  3s  giving  her  tfte  mbst  physical-  and  emotional  help 
during  the  previous  si  2  months.  -  • 

There  were  significant  correlations  between  all  time  points.*  There  is 

«  *        „      *  * 

-somejindi cation- that  fathers  who  become  Involved  with  their  Child  as  early 

 .  - —  ✓  v 

as  before  birth  remain  involved.   The  size  of  the  correlations,  hovfever,  does 

"  ■         •       k  *  ' 

not  jndicatef  good  prediction  from  e^arly  scores   (Table  5;4). 

I*  *  *  » 

MOTHER- INVOLVEMENT:   This  variable  set  *1s>  composed  *of  those  Items'  related 

to  the  actual  time  the  mother  spent  with  the  ch4ld*  aqd  her  expressed  con- 
cerns about  the. child.   Since  we  did  not  have  the  advantage  of  lengthy  •  ' 
home  observations,  this  set  was  an  attempt  to  determine  something  of  what 
goes  on  with  a  mother  .anAchild  during  non-carefcaklng. times. 

gne  month— the  highly  involved  mother  is  one  who' spends  three  or  more 

'  o 

hours/day  with  her  child  in  non-caretaking  activities..  She  teaches  the  child 
pne  or  more  things  and  has  some  concerns  about  the  child. 

Four  and  eight  months—the  highly  involved  mother  is  one  who  spends  four 
or  more  hours/day  in  non-caretaking  activities  with  hfer  child,  is  teaching  -  • 
or  helping  the  child  to  learn  one  or  more  things  and  expresses  spme  concerns* 
about  her  child. 

\ 

Twelve  months— the  highly  involved  mother  spends  two  or  more  hours  with 
her  child  each  day. in  non-caretajdng  activities,  has  some  child-related  con- 
cerns and  manages  her  time  around  the  child,  i.e.,  she'organlzes  her  work 
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so'-as  to  correspond  with  the  child's'  schedule  or  in. "some  way  involves  the 
child  in  her  work.   She  also  teaches  the^chlld  one  or  more 'things. 
'   •  There  were  no  significant  correlations  among  any  of  the  time  points. 
.The  mothers  apparentTy-were  variable  or  inconsistent  in  the  amount  of' 

their  non-car6taking  involvement  with  the "child.  .  . 

•  *  V       ' '  *  - 

PARENT  MUTUALITY:   This  Set  is  composed;of  data  collected  at  1  month  and^ 

«  * 

12,  months.   These  data  reflect  the  mothers  perception  of  .the  degree  of 

agreement  between  her"  and  her  hujsband. 

One  month— a  highly  mutual  couple,make  their  decisions  jointly  and 

are  in  agreement  regarding  child  rearing. 

.-    i  "  »    .  j  y 

Twelve  months— a  mutual  couple  is  in  agreement  ory  how  to  discipline 

t 

'  and  raise  their  child. 

A"  couple's  degree  of  mutuality  and  agreement  was  considered  important 
because  these  qualities  may  facilitate  child  rearing  and  prevent  inter-' 
personal  friction.  e  }  *  '  *-  \ 

k  .     There  was  a  small  but  significant  correlation  (.16)  between  the  two 

time  points,  1  and  12  months.    o, ' .  .!• 

-\  * 
ACHIEVEMENT*  EXPECTATIONS:   This  set -is  a  combination  of  the^mother's  per- 

**  J  * 

ception  of  the  child's  success  ih  sc'hool  and  the  level  of  schooling  the 

mother  perceived  the  child  would  achieve.   High  expectations  of  the  child 

at  12  months  indicate  that  the  mother  expected  the  child  would  .be"  above 

average^in  school  and  exceri  beyond,  a  college  level  of  education. 

f .  * 
MOTHER'S  CONCERNS  ABOUT  HER  CHILD:   Because  of  our  commitment  to  find  better 

/.  '  .  r  •  ~  ----  - 

ways  of. listening  and  learning  from  parents,  the  study  mothers , had  many 

opportunities  to 'share  information  with  us  about  their  children.  One  import- 
ant aspect  was  listening  to  the  concerns  "the  mother  exposed..  Mothers  were 

>■  ^  *  .  . 
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TABLE  5.4 

CONSISTENCY  OVER  TIME-QF FATHER  INVOLVEMENT. 
FROM  INTERVIEWS  AT  PRENATAL,  1,  4,  8,  -12  MONTHS 


Variable 


1  mo.      4%K).      8  mo. 


12  mo.- 


Father  Involvement 


.20* 
.20* 


.10* 
.18* 
.26* 


.20*' 
.23* 
'.22* 


Kendal  j^^elatl on  Coefficients;  p  <  .05;  Range  of  N  =  158.-.184 


.  r 


.  Table  5.5 

consistency  over.  time  of  mother's 

concerns  about  infant  from 
interviews  at  1,  4,  8>  12  months 


<. 

♦Variable 

4  mo. 

;  mo. 

12  mo- 

Mother's  Concerns 

Jl  mo. 

*  .20* 

.12* 

.16* 

.  about  Infant  - 

4  mo. 

."22* 

•  .13* 

< 

8  mo. 

\27*    ~  • 

♦Kendall  Correlation  Coefficients;  p  <  .05;  Range  of.  N  =  164-179 


•asked  at  each  visit  to  share  not  only  their  primary  concerns  about  anything 
(H'ncltlciedoU  .the  Mother  Involvement  variable  set),  but  any  specific  con- 
.cerns  tjiey  had  about  the  child's  feeding  and  sleeping.    In  addition,  at  the 
*12-mqr;th  visit  the  roomers  were  asked  'about  any  concerns  they  had  about 
^tte  child's  growth  apd  development,' or  any  concerns  about  the  childls> 
temperament  characteristics.   The -concern  score  consists  of  the  number  61 


concerns  intent  i  oned . 


There  were  low  but  significant  correlations  (Table  5.5) 


between. all 


time  points.    Wherj  mothers  had  concerns  at  early  visits  they  were  not^rieces^ 

sarily  solved  or  worked  out  at^ the  time  of  later  ones;  .this  indicates,  we 

_  *  -  -  •  *    *    .  **  * 

^should  not  assume  that  concerns  will  take  scare  of  themselves.  Intervention 
^  -  -  •        *      ,  \  ■  V I     ;  .      •  -  \ 

at  the  time  the  .mother  Expressed  concerns  would  appear  warranted,  and  a^ 

screening  model  should  include  an  assessment  of  the  another's  concern?  at  * 

each  time  point.  •  v  ,  .  \  ^ 


Table  5.6  "shows  the  correlations  between  the  maternal  perception 
variable  Sets  and  the  mother's  years  bf  schooling.   The  coefficients  are,- 
/generally  low— lower  than  one  would  intuitively  antfeipate.   There  ii  little 
association  between  the  mother's,  education  and  such  variables  as  labor  and 

delivery  expedience,  neonatal  peVception,  and  the  mother's  involvement  over 

«  v 

the  year.*  Thertrend  shown  by  other  variables,  however,  is  in  the  direction 
v anticipated.    For  example,  during  the  'prenatal  period  more  highly  educated 

.others ^report  ffofVpsycho-social  assets,  more  father  involvement,  and 
'  Earlier  developmental  expectations  for  their  babies.,  Relationships  between 

maternal  schbblifftj  and  reports  about  the  father  are  also  evident:  more 

highly  -educated  mothers  report  higher  parent  mutuality  as  well  as  more 

father  involvement; 


TABLE  5,6  .  •  • 

PARENT  PERCEPTION  VARIABLE  SETS  RELATED  TO  JJOTHER^S  YEARS  OF  SCHOOLING* 


•Variable  Sets 


Prenatal     Newborn     1  Month     4  Months   8  Months   12  Months' 


Psychosocial  Assets 

Father  Involvement 

Developmental  Expec- 
tations (low=early) 

Labor  &  Delivery 
Experience 
(low-pleasant)  - 

Neonatal  Perception 

_Mother_I  nyo_l  vement 

-P-arent-Mutual-i-ty  


.12* 
.12* 

•.11* 


.07 
.08* 


Child's  Overall  Tem- 
^perameht  Rating 
(low=easy) 

Mother's  Temperament 
(Tow=easy) 

Mother's  Concerns 

Achievement  Expectations 

Developmental  Profile; 


Physical  Age 
Self  Help  Age 


Social  Age    -  • 
"  Academi  c  Age 
Communication  Age 

Child Ls  Temperament  - 
Speci  f i c  CharacterTcti cs : 

Physical  Activity 
Rhythmicity 
Approach 
Adaptability 
Intensity 
Tjistractibility  , 
Sensitivity. 
Mood  "* 
Persistence 


.03 
.10* 


.02 
.08 


.11* 
.21* 


.02 
.01 


.08 


,24* 


.08 

.07 
.06 


.01 


.17* 


.05 


-:i8* 


.10* 


.05 
.18* 


-.02 
.14*- 

-,07 


.22* 
.23* 


-.08 
-.03" 

-.09* 
.01  % 

1 

-.16* 

-.06 

.05" 

.03 

:  :  :  /< . 

-.09* 

f 

-.00 

.10*  . 

,  .08 

t 

.04  . 

.04  f 

.12* 

>\.01 

-.04  ^ 

-.01 

-.12* 

.04  , 

■  -.05 

-.11* 

.03 

.05 

-t00 

—    .       -.02  .. 

..  -.03. 

.13* 

.04 

-.08- 

.12* 

.03 

.11* 

-.15* 

-.04 

-.10* 

-.03- 

.06 

-.06 

-.13* 

.  .00 

.02 

-.07 

-.07 

-01 

'  *Kendall  correlations  coefficient;  p 

ERJC 


<c.05; 
5.28 


•Ra'nge  of  N  =  129  -  180 
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•  There  are  some  differences  in  perception  of  the  child  by  maternal 
education.   Logically  those  with  more  schooling  hold  higher  achievement 
expectations  for  their  children.    It  is. not  clear  why  the  mor^  educated 
mothers  have  more  concerns  about  the  child  unless  education  is  related  to 
o   a  greater  sensitivity  to  potential  problems  or  to  a  greater  likelihood  of 
voicing  concerns. 

Correlations  between  the  ordinal  perinatal  risk  score  and  the  maternal 
perception  variable  sets  are  shown  in  Table  5.7.   The  mothers  of  high  risk 
pairs  report  fewer  prenatal  psycho-social  assets,  have  later  developmental 
expectations  of  their  babies,  and  more  negative  pe'rceptions  of  their  / 

]-mpnth-olds.v  They  also  tend- to  report  less  father  involvement  and  more  ^ 

— ■  •  } 

unpleasant  labor  and  delivery  experiences.   These  relationships  might  in-  - 
tuitively  be  considered  secondary  to  associations  with  education,  except 
.    that  the  ordinal'Hsk  scale  is  not  related  to  maternal  education.    It  does 
seem  logical  that  more  maternal  time  and  involvement  might  be  required  for 
•Babies  at  higher  risk,  but  the  small  significant  correlation  is  found  only 
at  12  months/ 

Even  though  one  might  expect  differences  in  maternal  perceptions  based 
on  sex  of  the  baby,  virtually  none  were  found. 

We  did  not  believe  that. the  perceptual  variable,  sets  from  .the  maternal 
interviews  would  be  independent;* we  anticipated  that  positive  values  on 
variables  such  as  psycho-social  assets,  father  involvement,  and  parent 
mutuality  would  cluster  together  wlthlnjfami Hes.. _Appendix_5...8_shows_the  - 
intercorrelations  among,  the.  perceptual  variable  sets  at  each  time  point. 
There,  is  some  evidence  of  "the  expected  interrelationships,,  especially  early 

 r.  ..  , 

in  infancy,  but  by  1  year  they  have  practically  disappeared.'    ITiese  flnd- 
^.    ings  indicate  that  there,  is  little  redundancy  in. these  variables  from  the  , 
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TABLE  5.7                   *                               "  • 
"    PARENT  PERCEPTION  VARIABLE  SETS  RELATED  TO  PERINATAL  RISK* 

Variable  Sets  Prenatal 

Newborn 

*  Month   4  Months 

o  nun  crib 

1?  Months 

1 1»  nun  vi  is 

ft  Psychosocial  Assets 

-.10 

«*«.. 

-  01 

.01. 

.00  * 

rather  involvement 

•  o 

•»•»«• 

-.04- 

-.02 

-.14* 

-.12* 

Developmental  Expectations 

>  — 

<  - 

*^  \nign-iatej 

«• 

Labor  &  Delivery,  txper- 

.20* 

ience  (high=unpleasant) . 



Neonatal  Perception 

-.03 

-.11* 

— 

****** 

— — —          ©  - 

Mother.  Involvement 

-.02 

.0(Ky 

-.03 

.14* 

Parent  Mutuality 

-.04 

-— 

4 

-.07  t 

Child's  Overall  Tempera- 

• 

-.10*  : 

-.02  " 

ment  Rating 

-— 

.07 

-.08 

x    Mother's  Temperarpen* 

- 

.06 

Mother's  Concerns  * 

.03 

-.07 

-.07 

.0* 

Achievement  Expectations. 

 ; 

... 

— 

"  .02 

Physical  Development" 

— 

.02  ' 

-,oo- 

^ol  -f  Main  np\/plnnmpnti 

•  ... 

-.10 

—  iUO 

Social  Development 

-.08 

AO  " 

.03 

Academic  Development 

- 

,-.12* 

-.08* 

Communication  Development 

• 

-.07 

-.09 

— ~. 

-   Child's  Specific  Tempera- 

mentXharacteri  s  ti  cs : 

• 

Physical  Activity 

-.03  . 

.  .12* 

...  .07 

(high=less  active) 

< 

.07 

Rhythmicity 

— — 

/  ✓ 

.0& 

.02 

-.04- 

.04  . 

«  i^yyl  Uuun  n  i  uiiui  an  a  • 

— — * 

•     -.10*  ' 

-.03  ■ 

-.05 

-.07  . 

Adaptability 

- 

-.10 

-.11* 

-.07 

.02 

»  Intensity 

** — **  ^  c 

-.11* 

Aft 

.09 

.01 

JO* 

^_^-~*  Di  s  tractibil  j  ty 

t-  V 

\  -.06 

-.08 

,.  .i04 

-.06 

Sensitivity  .(hi gh=not 
sensitive) 



-u01 

.15* 

-.02 

Mood  (high'=discontented) 

12  * 

1  lb  ,i 

-  00 

•  U  w 

.08 

•    -.04  % 

-  Persistence  (high=not 

;o3 

.16* 

* 

-.07 

persistent) 

-.10*  . 

1  . 

„  *Kendall  correlations  coefficient; 

ERIC  ... 

p<.05; 
5.30 

Range  of  N 

Mi 

=  131  - 

193. 

Interviews  as  the  sets  are  constructed.   As  for  what  they  reflect  about  , 
real  relationships,  .it  is  important  to  remember  the  low  variability  of  this 
sample^and  the  restrictions  it  places  on  recognizing  associations.   As  1t 
turned  out  these  are  for  the  most  part  highly  involved  parents,  pleased1 
with  and  1n  agreement  about  child  rearing,  with  .above  average  soda!  re- 
sources and  assets.,.  Different  relationships  would  undoubtedly  result  in  a 
more  diverse  group  of  parents. 


Evaluations  of  the  Mother  Interviews 

After  each.session  with  the" mothers  the  Interviewers  were  asked  to 
give  their  evaluation  of  the  contact.   The  purpose  was  to  gain  information 
about  anything  which 'might  have  influenced  the.  contenkor  course  of  the 
Interview  such  as  the  cooperativeness  of  the  mother,  anything  uriusual  which 

^happened,  and  whether  the  interviewer  "felt  comfortable. 

.  The  frequency  distributions  for  these  evaluations  of  the  five  inter- 
views  are  given  in  Appendix  5.9.   Typical1  for  >our -sample  is  the  finding 

"that  mothers  were  cooperative  almost  without  exception.   The  interviewers 
were  comfortable  during  most  of  the  interviews  <(  76  -  90  percent);  the  most. 

^   s>   ^   t   m  i   

discomfort  reported  was  at -the  one-month  visi.t  <19  percent).   This  was  the 
first  visit  into  the  mother's  home  and  the  amount  of  reported  discomfort 
decreased  with  each  subsequent  visit.   The  interviewers  were  the  most  com- 
fqrtable  (90  perceirtHuring  thejiewto 

since  that  interview  took, place  in  the  hospital  setting  which  was  a  familia 
environment  to- most  of  the  investigators.  ; 

The  number  of  interviews  which  were  interrupted  by  unusual  events  or 
distraction  from  other  people  increased  over  the  course  of  the  year.  By 
12  months  only  about  two  out  of  three  interviews  were  uneventful  and 
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undistracted.   Even  so,  at  12  months  the  Interviewers  thought  the  quality 
of  72  percent  of  the  interviews  was  good,  and  in  70  percent  the  information 
given  by  the  mother  matched  impressions  gained  from  observation  in  the  home. 
The  best  interview  as  rated  by  the  home wi si  tors  was  at  1  month:    this  con- 
tact had  the  least  distraction,  the  highest  cooperation^ and  the  highest 
overall  quality.. 

These  evaluations  and  our  experiences  have  several  Implications  for 
the  future^use  of  the  maternal  interviews  1n  child  screening  and  assess- 
ment.  B  The  degree-of-  cooperatlpn  and  information  sharing  from, these  mothers 
is  undoubtedly  related  to  their  willingness  to  participate. in  long-term  *  . 
^resfeasch.   According  to  our  experience  and  that  of  many  public  health 
nurses  who  have  made  postpartum  visits  for  many  years,  there  is  no  .reason  V 
to  anticipate  that  accesjs  to  the  homes'- of  young  children  and  to  pertinent  ■ 
informattpn  will  be  refused  by  many  mothers*,  even  in  high-risk  families. 

Furthermore,  our  data  indicate  that  the  optimal  contact  for  gaining 
interview  information  may  well  be  during  the  first  month  foil  owing -delivery^. 
Even  in  the'face  of,  or  perhaps  because  of,  fatigue,  feeling  blue,  and  mak- 
ing the  many  adjustments  to  a  new  baby,  mothers  were  receptive  to  talking 


with  bur  home  interviewers.   This^is  advantageous  because  it  offers  .an 
early  oppdrtunity  to  obtain  predictive  assessments/ 

Our  coding  and  analysis  have  shown  some  of  our  interview  item?  to  be 
ambiguous;  these  need  to  be  revised.   For  example,  mothers  freely  answered 
the  questions  about  their  primary  concerns.   The  correlation  between  their 
answers  and  other  variables  are  sometimes  illogical,  suggesting  that  more 
distinction  must  be  .made  between  healthy  and  worrisome  concerns  about" 
children  arid  the  parental  rol.e.  •  / 

♦  .Categories  were  devised  for  som*  open-ended  questions  which  might  prove 

'  \ '      \':    »  ■ 
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useful^in^subsequent  applications  of  the  Interviews,    For  other  open-ended 


questions,  however,,  we^iave^experlenced. thfe  frustration  and  futility  of 
trying:  ,to  categorize;  sometimes  the  essence  of  the  response  was  lost  1n  the 
process  of  forcing  1t  Into  one  of  a  limited  number  of  categories.    For  In- 
stance, early  1n  the  4-  and  8-month  Interviews  the  question ^was  asked,  "What 
has  it  been  like  for  you -these  past  few  months?"   This  elicited  diverse 
responses  from  which  the  Interviewers  said  they  got  the  mood  or  tone  which 
would  pervade  the  entire  Interview,  e.g.,  "I  have  been  thoroughly  enjoying 
ny  .baby,"  or  "live  been  feeling  very  tired.",  fclearly  these  are  useful  bits 
of  Information  and  can  be  ^clinically  integrated  to  add  to  the  overall  assess 
ment  picture— as  screening  or* research  data  they  dre  hard  to  systematize. 

Interviewing  mothers  1"s  not  a  new  Idea;  nurses  and  others  in  the  field 
of  health  care  have  been  doing  1t  for  years.   Th£  perspective  added  by  these 
particular  Interviews  focuses  on  a)  the  resources  of  the  mother'whlch  can 
help  support  her  1n*her  maternal  role,  b)  the  concerns  she  1s  experiencing 
about  her  child,  c)  her  perceptions  of  the  child,  and  d)  her  expectations'* 
about  child  development.    Based  on  her  perception  of  these  factors,  the 
goal  1s  to  maximize  the  satisfaction  of  motherhood;  this  is  not' only  a 


deslrable'end  in  itself  but  is  bound  to  influence  the  course; of  her  child's* 
development  as  reflected  1n  her  affect  and  behavior. 

Carey  Infant  T#nperament  Questionnaire  \' 

Throughout  this  report  we  have  Indicated  the  Importance^  of  what  the 
child  brings  to  his  Interaction  with  the  environment.   What  he  brings  may 
perhaps  be  best  referred  to  as  "infant  temperament,"  which  Carey  defines  as 
"the  emotional  reactivity  or  behavioral  style  displayed  1n  the  early  months 
of  life"  (1972,  p.  823).    Carey  has  devised  a  70-1tem  questionnaire  for \ 

.    *  5,33  .    6  : 


mothers  to  assess  infant  temperament  and  to  assist  in  pediatric  care  (Carey, 
1972)  J   The  approach  used  is  to  ask  mothers  about  cj[lld  behaviors  and  re- 

actions  in  specific  situation,  such  as  bathing,  feeding,  and  being  with 

-  « ■  •  ,  ,  ».  ■  ■  * 

strangers.  The  specific  focus  of  the  questions  was  designed  .to  minimize  the4 
bias  of  global  maternal  ratings  of  temperament.   The  Items  can  be  rated  in 


nine  categories  of  temperament:   activityrrhythmicity,  ^dapt^bilityv  ap-  - 
proach,  sensory  threshold,, intensity,  mood,  distractability,  and  persistence. 
In* addition  the  mothers  are  asked  to  make  general  ratings  of  .their  children 
n  the  nine  categories.      \  i  >  ,  * 

;   Based^r^the  placement- in  the  nine  categories  of  temperarment,  Carey 
makes  one  of  four  diagnos^s^di^fflcult,  intermediate  high,  intermediate  low, 
and  easy^The  "difficult"  infant^as^fcm^or  f4ve  of"  thi  following  charac- 
teristics:   irregular  Schedule,  low'in  adapt^ltt^r^Jiitial  withdrawal  from 
new  situation,  intensity  of  response,  and  predominantly  negative  fliood; — The 


"easy"  child,  of  course,  has  the  reverse  characteristics.   The  use  of  the 
term  "difficult  child"  is  understandable  in  the  context  in  which  the  previous 
investigators  have  used  it,  e.g.,  the  child  who  presents  greater  challenges- 
in  caretaking  due  to  unpredictability,  or  who  offers  less  satisfying  feed- 
back through  a  negative  mood.   Although  alternatives  for  this  terminology 
do  not  come  easily,  we' have  chosen- to  try  to  find  one.    It  seems  important 

to  minimize  the  connotation  of  the  "difficult,"  i.e.',  "impossible,"  child 

,  •  •  J 

and. to  maximize  the  possible  role  of  parent  caretaking  behaviors  in  modifying 

the  problems  of  children  of  different  temperaments.- 

In  our  study  the  full  Carey  Temperament  Questionnaire  was  administered 

to  the  special,  cohort  at  1,  4,  8  and  12  months  of  age.   At  the  same  age's0  a 


^His.method  and  the  temperament  classifications  are  based  on  the 
earlie*>-work  of  Thomas  and  associates  (Thomas,  et  al_. ,  1963). 

n  5.34  * 
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modified  abbreviated  version  was  used  in  the  home  Interviews.   The  Inter- 
view  version  Included  "Items  for  some  specific  activities  in  *ach  tempera- 
ment .category  as  well  as  general  maternal  ratings.    (See  for  example 
Appendix  5.4,  items  35-59).   This  design  allows  comparisons  between  the 
full  and  abbreviated  versions,  as  well  as  between  ratings  during  the  first 


year  of  life.    For  the  purposes  of  this 'phase  of  analysis,  %he  data  reduc- 
tion.and  formation  of  variable  sets  from  the  home  interview  inc'  uded  .only 
ttie- mother's "overall  rating  of  each  of  the  temperament  categories.  Five 
of  the  nine  characteristics  were  selected. for  an  overall  temperament  s,core 
for  each  child,  i.e..,  mood,'  rhythmicity,  withdrawal,  adaptability,  and 

*  V  *  ,  >  {  i 

intensity..  The  score  is  a  summation  of  the  number  of  "less  easy"  ratings 
across  areas  of  temperament.    Thus6,  the  five  characteristics"  represent  a 
temperament  continuum  from  "easy"  (low)  to- "less  easy." 

 T4iere-^ere-Ti^mclirftTb7r^ ati ons . (p-c  4.0'i)  between  all  time  points 

for  the  temperament  scores:    tau  ranged  from  .15  to  .33.   The  mothers' 
perception  of  their  children's  temperament  characteristics  did  show  some 

^consistency  over  time,  although  the  low  correlations  indicate  considerable 
fluctuation.    This  is  not  too  surprising  since  we  would  expect  this  rating 
to  vary  as^a  result  of  many  characteristics  and  perceptions  as  well  as  from 
the  influences  oKdevelopmental  changes.   On  the  average,  mothers  reported 
the 'least  easy  child  temperaments  at  12  months  of  age:    the  median  went 
from-.32  at  1  month' to  .^at  1  7ear.    It  is  fair  to  say  though  that  none 
of  the  mothers  perceived  their  oabies  as  being. really  difficult  tempera- 
mentally.   Only  one  or  two  children  scored  more  than  two  out  of  the  possible 
five  areas  of  difficulty  at  any  age.   ThiKlack  of  variability  of  course 
limits  ouf  .ability  to  examine  the  correlates  of\temperament  perception.  At 
the  same  time,  it  is  a  further  sign  of  the  health  ofsour  sample  children5 


ancU)f  their  environments,  during  Infancy. 

yrjie  child's  temperament  rating  showed  little  association  with  mother's 
yearA  of  schooling.   The  highest  correlation  (-.18)  was  at  3  month?  (the 
more  educated  the  mother  the  more  positive  the  temperament  perception). 
There  was  a  similar  lack  of  relationship  with  the  perinatal  risk  score. 

There  were  pccasiona!  associations  shown  between  the  child  temperament 
score  and  other  home  interview  variables,  but  they  are  weak  and  inconsistent 
across. time.  Perhaps  the  most  interestfng  is  the  positive- relationship  be- 
tween, the  way  the  mothers  scored  their  children  and  the  way  they  scored 
themselves.  At  one  month  the  mothers  were  asked  to  rate  the.  same  areas  for 
ttTeir  own  temperament.  The  scoring  method  was  the  same  as  for  the  infants. 
Mothers  who  perceived  their  own  temperaments  to  be  easy  tended  to  report 

_  _   T  v 

the  same  about  their  children  (tau  =  .26,  p<  .01).,  Perhaps  this  correla- 
tion is  duel  at  least  in  part,  to  a  "rating  se>t"  when  both  are  reported  at 
the  same  interview.  v 

To  further  understand  these  general  temperament  ratings  let  us  turn  to 

the  special  cohort  data.  .Twenty-four  mothers  in  the  special  cohort  com-  

.pitted  the  full  Carey  Temperament  Questionnaire  at  1,  4,  8  and\12  months. 
The  scoring  method  and  descriptive  statistics  are  shown  In  Appendix  5.10. 
It  is  evident  that  the, full  questionnaire  identifies  more  of  the  intense 
or  difficult  aspects  of  the  child's  temperament  since,  when  using  Carey's  w 
classification  system  on  this  small  group  of  24,  four  infants  were  classed 
as  difficult  at  1  month,  four  at  4  months,  and  three  at  8  months  (none  at 
12  months).  ■  . 

At  the  same  time  the  special  cohort  mothers  filled  out  the  full  ques- 

 ~  ■  ^ 

tionnaire  they  also  made  general  ratings  for  the  nine  temperament  areas. 


The  full  scores  were  compared,  with 'these  three-point,  general  ratings  In 
each  temperament  area  (Table  5.8).   At  one  month  only  two  of^.nlne  re-  • 
activity  categories  show  significant  relationships  (Kendall  tau,  p<.05) 

r  -  .  *  *  -  i» 

.between  the  computed  score" and  the  mother's  overall  rating;  these;4wo  are 
Rhythmlcity  (.78)  arid  Adaptability  .( .32).   At-four  months,  seven  pf  the  - 
categories  show' significant  relationships  between^sco/es  and  ratings;  . 
threshotd  of  sensitivity  and  mood  are  the  two  exceptions.   At  eight  months, 
four  categories  show. significant  positive  relationships  between  scores~and 
..ratings  (rhythmlcity, ..'54;  approach,  .40;  d1stractib111ty,  .36;  and  per-..  , 

c  '  *  *  "  !  •'  • 

ststence,  .26)  and  mood  shows  a  significant,  negative  correlation  (-.28). 

•        .  .         *'   '  •.' 
At  12  months,  seven  categories  show  significant  relationships  between 

\     '  *V  ■    •     ' . '   .    '  1 

scores  and  ratings;  threshold  and  dlstractibWty  are  the  exceptions. 

Rhythmlcity  Is  the  only  category  which  shows  significant  correlations; 

between  scores  and  ratings  at  all  four  time  points.  u       !  ^ 

•   ■•■        '     .  *  '     "    *      -  I        ;  ■ 

The  special  cohort  mothers'  full  questionnaire  scores  Were  also  com- 


pared, with  their  home  interview  general  rating  scores,  described  earlier  1n 
.  this  section^  The  correlations  were  even  lower  than  in  the  previous'  com- 
-•  parison.    (Tau,  1  month  =  --.24,  4  months  =  -.21,  8  months  -  -.27,  and- 
12  months  =  -.28.  J1'  ■    '  * 

"  '"Carey  suggests  the  use  of  the  temperament  questionnaire  as  a  clinical  ' 
adjunct  to  obtain  as  factual  a  description  of  the  child  as  possible.  If 
'   this  1s  the  reality  the  clinician  is  seeking  on  which"  to  classify  children 
*s  easy  or  difficult,  then  a  discrepant  maternal  rating  on  more  general 
scales  could  be  considered  biased.   This  type  of  truth  has  value  1n 'putting 
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hhe  negative  coefficients  are, appropriate  since  Carey  scored  difficult 
temperament  low  and  we  scored  1t  high* 
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•        TABLE  5.8 

CORRELATIONS  BETWEEN  MOTHER'S  OVERALL  RATINGS  AND  SCORES  ' 
FOR  NINE  CATEGORIES  OF  INFANT  REACTIVITY  FROM  THE  CAREY  TEMPERAMENT 
.QUESTIONNAIRE  FOR  24  SPECIAL  COHORT  SUBJECTS  AT  V,  4,  8  AND  12  MONTHS 


1  mo. 


4  mo". 


8  mo.  - 


L 

'12  mo. 


Activity 

.16 

.33* 

.21  * 

.30* 

** 

t 

Rhythmieity 

— 33*  ■ 

.54* 

.54* 

** 

Adaptability 

.32* 

.40* 

.01 

— >33* — 

** 

Approach 

-    .20  ... 

'  .62* 

.40* 

.37*^ 

-Threshold  - 

'  .22 

0 

.21 

x    .05  .. 

.22 

** 

Intensity, 

;i8 

• 

'  .32* 

-.ii 

:24* 

** 

Mood 

.08. 

.24- 

-.28* 

..33*- 

1  ■ 

Distractibility 

.19 

.  .43*' 

.36* 

-.03  • 

Persistence 

.13 

"  '.46* 

.26* 

.45* 

•  *Kendall  Correlation  Coefficients;  p<  .05;  Range  of  N  =  21-24, 
**ffve  major  categories. 


er|g 
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-together  a  clinical  picture  of  temperament  problems  not  perceived  as 
problems  by. the  parent.  *"  >. 

On  the  other  hand,  the  data  presented.'here  emphasize  another  kind  of 
truth,  sometimes  concordant  and  sometimes  discrepant  with  a  clinician's 
assessment. *  A  mother's  perception  of  her  child's  temperament  1s  'also  a  • 

e 

reality  and  might  conceivably  even' be  a  determining  factor  in  whether *the 
child  clinically  diagnosed  as  difficult  is  affected  developmental ly. 

Some  support  for  this  possibility  is  shown  in  Table  5*9.   There  1s*  , 
little  association  between -the  temperament"  rating  given  the  child  by  the 
mother  and  the*  observers'*  ratings  of  the  child's  behavior  in  the  teaching 
interaction:    children  rated  by  the  "mothers' as  having  less  easy  tempera- 
ments  show  no  Ifess  attentiyeness  lo  the  task  or  invol.verfient  in  the  Inter- 
action.   More  relationship  is  shown,  however,-,  .Between  how  mothers  rate 
their  babies'  temperaments  and  how  they 'behave  toward  them:   mothers  who  * 
rate  their  .children  less  easy  temperamentally  show  less  facilitating  3  . 
behavior  when  teaching  their  infants*  .  * 

At  any  rate,  the  evidence  suggests  that  the  different  methods  of  . 
evaluating  or  classifying  infant  temperament  are  measuring  different 
things.   The  general  maternal  rating  is  not  a  simpler  shonter  Wa„  of 
applying  the  full  questionnaire."  Whether  they  are  of  value  1n  child, 
assessment  can  only  be  determined  by  further  tests  of  predictive  validity. 
Their  relationship  to  the  clinical  or*'more  factual"  description  of 

temperament  and  the  relationship  of  both  to  developmental  outcomes  remains 

~  -«*«  *« 

to  "be  studied  in  a  more  heterogeneous  sample  in  which  all  of  the  children 
receive  both  types  of  assessments. 
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TABLE  5.9  • 


KENDALL  CORRELATIONS  BETWEEN  CHILD  TEMPERAMENT *  RATINGS  v.- 
AND  TEACHING  "INTERACTION  RATINGS  FOR  EASY 'AND  HARD- TASKS.J " 

*  '   


Months  o^.  '        . In^aut  Maternal 

Age  at  Readiness-     "  Facilitation 

Assessment  to  Learn    *"!  *  '  • 


r  Easy    Hard         Easy  Hard 


1  .08^ -.10*        -.12*  -..19* 

< 

ft  .  •  *  -  .08      .02     ■     .  .00    '  .0?« 


1  »  ' 


.08- 

-.10* 

-  .08 

.  -°? 

-,-.03 

.01 

• 

,.01 

.06- 

'8a  '  •.   •-  ,-.03      .01  -.21* » -#08 


12  »     ,.01      .06-  '     "  -.15*  -.07 

^  L 


*  p  <  .05 


> 


4  *  * 


0>r 
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The  Neonatal  Perception  Inventory  **         %  '  * 

•  This  inventory  was  developed  by  [)r,  Elsie  B^oussard- for  the  purpose  of  . 
assessing  a  mother's  perception  of  her  baby-compared. to  her  Idea  of fthe ' 
behavior  which  average  babies  exhibit^  This  Inventory  asks  the  mothe^ first4 
to  rate  the  "average  baby"  on  six  dimensions  of  behavior:  crying/  feeding,  f* 
spitting  up,  sleeping,  elimination,  and  predictability.  Options  for.  respond, 
ing  .are  jri  a  five-pointvscale  fronr  "none"- to  "a.,great  deal ."  ^The.  favorable 


,     behavior,  "done,"  fV  scored  "as  M,"  and -the  scores  increase  to  5  for  "la 
*    great  deal:"  £ct>res~are  summed  across  the  sfx  questions.   The  .mother  is 
•*  ".then  a^ked  to  rate  hejp  taby.  on  the  same  factors.   The.  latter  score  is  sub-  ,  - 
"7"V        .tracted  from  her  .average  baby  score  to 'find  the  amount 'of  discrepancy.  The 
/  discrepancy  constitutes  the  Neonatal  Perception  Inventory  score.    A  mother 
x      i  ^considered  ta  hav^a  Posltjve  Perception  of  her  Jbaby  if  she  perceives  . 

*  4hfer  ba£y  to  be  better  than  .thev  average  baby  (+  score)..  A  mother  who  per- 
■«>     ceives/fier'own  baby  tQ#«be  .the  same  as *.or  'worse  than  the  average  baby  is 
*  £tmsjdere<U£a  h&ye  a  negative,  pert e{)t ton"  of  her  baby #^ 

<Aroussard  and  Partner  ^971  ^  had  their  ^popu^ti.onpf  mothers  .complete  the 
.  'inventory  when  .the.  chtfdrejj  were  .2  -days  and  1  month  of  age.  ,The  same  pro-  - 
cedur^was  followed  in^this  project.    For  both  groups*some  mother^  reported 
a  changed  perception  between  time 'one- -and  two".c  While  this  permits  test- 
retest  comparisons,  some  perceptual  changes  would  be.  expected  duriog  this  * 
time  , as.  mothers  ^become  more  familiar^ith  their  Infants  in  the  home  setting. 
The  type  of  validity  repprted  so  far  for  this  instrument  is  predictive. 
>     -     Children  of  mothers  who  perceive  them  as  having  "more  or  as  much  trouble  as 
.  the  average  baby  pn  these  behaviors  were  found  tojiave  significantly  more 
;     /"  I.  emotional  developmental  deyfat^rH  at  4^  and;:10  years  of  age  (Broussard,  1975). 
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J^e/Neonatal  Perception  Inventory  (NPI)  Items  were  Incorporated  Into, 
the^newborn  and  one  month  mother  Interviews  and  are  found  1n  Appendix  5.3 
r (Items  38-49)  and.ln  Appendix  5.4  (Items  12-23).  '  *• 

— At  the.  newborn  period  79  percent  of  our  Seattle  mothers  perceived 
their  babies  as  better  than  average;  the  comparable  figure  for  one  month' 
was  77  percent.   The  data  from  Broussard  and  Hartner's  study  for^the  s.ame 
time  points  show  46  percent  and  61  percent  (a  Pittsburgh  sample  1n  1963). 
The  difference  1n  perception  at  2  days  of* age  suggests  that  the  mothers. 
1n  our  sample,  for  whatever  reasons,  started  with  more  posit1yesevalua.t1ons 
of  their  babies.1      v      -:.     ,  • 

As  in  earlier  studies  using  the  NPI,  we  found  no  associations  between 
the  perception  score  and  maternal  education,  family  Income,,  or  sex  of  the 
baby.    There  was,  however,  a  moderate  correlation  between  the  NPI  score  at 
one  month  and  the  perinatal  risk  score  ttau  ?  -.11,  p<r.  .05);  the  greater. - 
the  perinatal  complications  the  lower  the  perception  of  the  baby. 

.Other  associations  with  the  one-month  NFI  score  were  ncjted':  mothers 
with. higher  scores  concurrently  reporte'd  more  psycho-social  assets  and  * 
fewer  concerns  about  their  babies.    They  also  perceived  their  children's 
temperament  more  positively.  •'  • 

'  Considering  the  individual  items  on  which  the  mothers  rated  their  own 
babies  during  the  newborn  perfod,  the  mothers  predicted  the  greatest  be- 
havior difficulties  to  occur  in  the  areas  of  crying  (61  percent)  and 
spitt1ng-up  (52  percent),  while  few  anticipated, problems  with  sleep  (12 
percept),  bowel  movements  (20  percent),  or  feeding  (30 .percent) .   At  one 


.    In  a  more  recent  Pittsburgh  sample  (1973),  Broussard  ^found  73  percent 
Ajf  the  mothers  had  positive  NPI  scores  at  one  month  (personal  communlca-  ' 
tion). 


month  the  majority  of  the  difficulties  were  perceived  by  the  mothers  as 

.  I 
occurring  in  the  areas  of* settling  down  to  predictable  behavioral  patterns 

-    ■     *     .  ■  •  t 

(63  percent)  and  crying  (57  percent),  and  there  ^/ere  few  mothers  reporting 

difficulties  in  feeding  (17  percent).    Comparing  .the  mothers'  predictions  . 
at  newborn  to  their  ratings  of  behavioral  characteristics  at  one  month,  it 
appears  as  if  more  mothers' found  their  infants  to\ have  -problems  in  sleeping 
and  In  settling  down  to  predictable  schedules  than!  had  anticipated  these 
types  of  problems.  | 

Although  the  proportion  of  positive  NPI  scores  was  similar  at  2  days 
and  1  month  of  age,  this  does  not  mean  the  same  "mothers  were  positive  or  . 
negative  at  both  time  points..  Four  groups  of  mothers  can  be  foVmed  on  the 
basis  of  the  change  or  consistency  of  the  mother's  perception  of  her  infant 
at  .these  two  time  points,  I.e.,  changes  between  what  she  thought -her  infant 
was  like  when,  she-had-s pent  only  a  few  days  with  him  in  the  hospital  and  how 
she  perceived  him^aftejr^she  had  spent  a  month  with  him..  .  The  groups  are: 

Newborn  -  One  Month  N 

1)      Positive  -Positive  115 

1      2)      Positive  -Negative  31  ( 

c            ,3).     Negative  -  Negative  •  .11 

4)      Negative  -  Positive  26 

.Since  each  of  the  scores  within  the  combined  groups  consist  of  a  differ 

ence  score  between  perception  of  average  baby  and  perception  of  own  baby, 

the  question  arose  as  to  which  score  the  mother  was  changing^.   For  example, 

do  the  mothers  in  the  negative-positive  groups  score  their  own  babies  as 

easier  at  one  month  than  at  newborn  or  do  they  score  the  average  baby  as;^ 

more  difficult*  at  one  month  than,at_newbojol2-^Either  one  or  both  of  these  . 

possibilities  could  result  in  an'NPI  score  at  one  month  which  is  positive.  . 

In  order  to  answer  this  question,  t-tests  were  performed  between  ; 
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differences-4n-rthe  own  baby  scores  and  the  average  jTa'by  scores  at  each 
tl^^tJt^for^each  of  the  four  groups.   A  summary  of  the  results  of  these 
t-tests  are;pres£i^d-ln^Appendrx  5.11  and  are  graphed  in. Figure  5.1.  For 
the  115  motners  in  tfje  pos1t1ve-pos-1^1ve  groups,  the^ change  in  their  own. 
baby  score  was  significantly  greater  thafi: "th>change^the1  r  average  baby 
score;  these  mothers  who  started  out  with  a  positive  perception^of  their  • 
infants  became  even- more  positi  ve  when  they  became  better  acquainted. 

For  the  31  mothers  in  the  positive-negative  group,  the  change  in  the 
own  baby  score  was  also\  significantly  greater;  they  saw  their  own  babies  as 
being  more  troubled  one  month  than  they  had  seen  them  at  birth. 

For  the  11  mothers      the  negative-negative  group,  there  was  no  sig- 

nificant  difference  between  the  score  changes.   The  scores  changed  little. 

v  '    *  '\ 

For  the  26  mothers  in  theWgative-positive  group,,  the  change  in  their  own 


baby  score  was  significant^  greater  than  the  change  in  their  average  baby 
score;  they  tended  to  sei  tljeir  own  babies  as  easier  at  one  month  than  .at 
newborn . 


Figure  5.1  emphasizes  the  relative  stability  of  the  averagebaby 
scores  for  the  four  groups  Jd  the  dramatic  changes  in  the  (nm^b^cores 
<in  .the  two  groups  with  dangei  in  -classification  (positive^nlgative  an(T 
negative-positive  groups).  1 

These  patterns  of  scj>re  change  suggest  possible  reasons  for  the  changes 
in  perception.  For  example,  Wei  might  hypothesize  that  mothers  in  th^e  posi- 
tive-negative group  were  positive  about  their  mothering  experience  at  first 
and  then. encountered  problems,  pWhaps  due  to  the  infant's' behavior.  Simir 
larly,  we  might  hypothesize  thatUhe  negative-negative  group  did  not  expect 
'to  have  an  easy  baby  ,  and  liothing1  happened  in  the  first  month  to  change  that 
expectation.   Those  in  the[ negative-positive jroup  may  have  had  easier 
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Figure  5.1    Schematic  diagram  of  changes  in  own  baby  score,  (- 
^     tcuone  month  for  the  four  Combined  NPI  groups;  ' 
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experiences  with  their  infants  than  they  had  expected.   Were  these  percep- 

—  "  .  * 

tual  patterns  associated  with  something  about  the  infant  at  birth  cr  at  one 
month,  or  were  there  other  correlates  which  would  throw  light  on  the  subject? 
To  find  out  we_d1dla_d1scr1m1nant  analysis  for  the  four  groups. 
'      For  prenatal  and .newborn  influences  on, the  combined  NPI  scores  we 
entered  the  following  variables  into  the  discriminant  analysis: 

Prenatal  environmental  Influences 

l\fe  change  (explained  in  Chapter  6) 
mother's  psycho-social  assets. 
.  father  involvement 

Newborn  infant  characteristics  >- 

perinatal  irisk  score * 
gestational  age  ' 

neurological  suspicion  score  .  -  " 

'alertness  scdre 
irritability  score 
.  motor  score  .  / 

Norre  of  these  variables  discriminated  between  the  four  groups  of 

mothers*  \This  indicates  that  the  change  or  consistency  pf  the  mother's  per- 

ception  oAher  baby  is  not  explained  by  her  prenatal  circumstances  or  her 

baby's  status^at  birth  (at  least  as.we  have  measured  them).  " 

-  For  one  month  influences  on  the  combinedNPI  scores  we  entered  the 
following  variables  into  the  discriminant  analysis: 

Environmental  influences  J    ,  *\ 

1"       life  changes 
v  mother's  psycho-social  assets 

father  inyolvement  ,  • 

*.  •  * 

Maternal  characteristics 

mother  involvement 
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positive  messages 
facilitation 
7  ~  ■  techniques 

adaptation 

temperament  ,  -  ** 

'  •  ■ 

Infant  characteristics      •  , 

readiness  to  learn  v. 
adaptation 

regularity  of  night  sleep 
temperament 

The. analysis  using  these  one  month,  variables  as  potential  d1scr1m1na-  . 
tors  of  the  four  NPI  groups  revealed  four  significant  variables^  (The 
statistics  for  th1s>  discriminant  analysis  are  1n  Appendix  5.12,)   The  mean 
discriminant  scores*  show  that  these  variables  tend  to  separate  the  positive- 
negative. group  from  the  other  groups.  4 

The  two  groups  whic^  did  not  change  their  perceptions  of  their  Infants 
between  the  newborn  and  one  month  periods  ,(pos1tive-pos1t1ve  and  negative-  - 
negative  groups)  both  rated ^thelr  children  as  having  relatively  easy  tempera- 
ments; they  both  used  relatively  few  negative  messages  1n  the  teaching  Inter- 
action; they  had  relatively  high  psycho-sodal  assets  and  Hfe  changes  1n 
the  first  month. 

Mothers  who  changed  their  perceptions  of  thelr'infants  from  negative 
at  newborn  to  positive  .at  one  month  also  rated  their  Infants1  temperaments  ' 
^as  relatively  easy.   They, used  the  most  negative  messages  of  the  four, 
groups.   Their  assets  tended  to  be  high  and  their  I1fe,;changes  tended  to 
be  Tow.  a  .  - 


The  V^rst  function  was  significant  with  a  canonical  correlation  of  .35. 
The  highest  Weights  on  this  function  were  for  Infant  temperament  (-.67), 
mother's  psycho-sodal  assets  (.62),  Hfe  change  (.43),  and  negative  mes- 
sages (.45). 


Mother*  who  changed  their  perceptions  of  their  Infants  from  positive 
at  newborntp  negative  at  one  month  rated  their  Infant's  temperament  as  , 
the  most  difficult  of  the  four  groups.  They  used  relatively  few  negative 

•  messages.  ,  Their  life  changes  tended  to  be  low,  and  their  assets  were  the 
lowest  of  the  four  groups".  ■  r  .  .. 

The  most  striking  result  of  this  analysis  appears  to  be  the  separa- 
tion of  the  positive-negative  group  from  the  other  groups.   From  the  earlier 

•  analysis  we  learned  .that  the  positive-negative  mothers  "own  baby"  scores 

got  worse  after  a  month  of  living  with  the  children.   This  suggests  that  • 

■zr —  ».  '        '  .    ■  '"_•*'• 

!  something  about  these  babies  caused  the  maternal  perceptions  to  become  nega- 

tive. The  findings  from  this  analysis,  however,  do  not^upport  that  Idea. 
The  babies  of  mothers  1n  this  group  showed  no  distinguishing  characteristics 
.  •..  at  b1r^.   More  importantly,  at  1  month  of  age  when  the  mothers  reported  - 

U  negative  perceptions,  they  scored  just  as  well  on  the^r  behavior  during  the 

feediii"  and  teaching  Interaction  as  their  positively-perceived  peers.  They,, 
also  did  not  differ  on  their  schedule  patterns  as  Indicated  by- regularity 
of  sleep.   Their  mothers  did  rate- these  babies'  temperaments  as  more.dlffi- 
"•  - . '      cult,  but  this  may  say  more  about  the  mothers  than  the  children,  as  d1s- 
,  •       cussed  1n  the  earlier  section  on  temperament.'     5  . 

Why  then  did  the  perceptions  of  this  group  of  mothers  turn  negative?. 
Our  findings  do  not  suggest  that  the  answer  Involves  maternal  behavior,  I.e., 
1nvolvementJw1th"  the  child,  feedlng'and  teaching  behavior,  or  the  mother^ 
temperament  self  rating.   The  positive-negative  mothers  ware  observed  to 
give  fewer  negative  messages  while  teaching  their .1 -month-olds*   This  Iso- 
lated behavior  1s  difficult  to  Interpret,  especially  since  the  mothers 

perceived  their  children  as  more  difficult. 

Perhaps  .the  most  Insight  Comes  from  the  low  psycho-sodal  assets  of 

-  -        «'     5.48  -  .  :,  " 
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this  group  of  mothers.   At  one  month  "the- psycho-social  asset  score  is  a  v~ 
combination  of  the  reported  feelings  about  motherhood  and  about  marriage. 
Mothers  with  negative  feelings  about  their  family  role  perceive  their 
babies  negatively,  irrespective  of  the  infants'  characteristics  or  behavior. 

This" effect  of  low  psycho-social  ass.ets  does  not  combine  with  high 
life  change  as  one  would  expect;, thes?  positive-negative  mothers  have  less 
life  change  than  other  mothers.    Perhaps  the  changes  they  expected  and 
wanted xfrom  motherhood  .did  notoccur. 

The  amount  of  variation  explained  on  the  discriminant  function  des- 
cribed  here  is  only  12,  percent  and  the  significant  variables  correctly 
classify  jonly  28  percent  o.f  thev  mothers  into  t6e  four  groups.    Clearly  many 
questions  remain  about  why  mothers  perceive  their  Infants  as  they  do  and  why 
these  perceptions  Change. 

The  Developmental  Profile 

This  instrument  was  designed  to  assess  child  development  .from  birth  to 

pre-adolescence  (12  years).   The  aim  of  those  who  developed  it  (Alpern  and 

Boll,  1972)  was  to  devise  a  screening, technique  which  did  not  require  trained 

developmental  experts  or  psychologists.   This\deveTopment&l  screening  is  done 

by  interviewing  the  major,  caretaker  of  the  child*,  usually  the  mother.  She 

is  asked  whether  the  child  does  specific  activities  appropriate  for  his  cur- 

rent  age  level.    Five  developmental  .areas  are  assessed,  and  separate  develop- 

.  -      .   -  \ 
mental  ages  for  each  area  are  calculated:  \ 


-  Physical :  .  e.g.,  Does  the  child  use  his  thumb  and  fingersx^r  h\s  whple 
hand  to  pick  up.  something?   Does  he  go"  from  a  creeping  to  a  standing 
position?  — —\  \^ 
Self-help:    e.g.,  Does  the  chil<i  help  with  dressing  by  holding  outNhis 


arms?   Does  he  go  about  the  house/without  needing  to  be  watched 
constantly?  I 

Social;'  e.g.,  Does  the  child  show  he  knows~what  "my"  means?  Does 

he  come  when  he  is  called?  j 

Academic  (i.e.,; cognitive):  'e.g.,  Does  the  child  show  likes  and 

dislikes?'  Does!  he  search  in  the  right  place  for  something  which  ■ 
.  has  been  moved  out  of  his  sight?  ;     .  r-  I  J-  , 

Communication:   e.g.,  Does' the  child  sometimes  repeat  words  spoken  to 
;-5     him?  Does  the" child  answer  words  with  gestures?  • 

•  The  item  examples  above  are  age-appropriate  for  the  6-montfi  \o  1-year- 
old' child.    In  administration;  which  the  test  manual  clearly  .explains,  items 
appropriate  for  earlier  ages  are  first  used  to  establish  a  base  age  for  the 
developmental  skills.   Theft  the  interviewer  works  upward  to  and  beyond  the. 
highest  skill  level  the  mother  reports  the  child  has  achieved  to  establish 

va  ceiling--  '        .  '  — - 

The  items  and  their  placement  Were  developed  through  a. standard za-' 
tion  study  of  13008  subjects  in  the  early  ,1970s.   Subjects  were  purposely  n 

*  r  *  v 

chosen  to  permit  analysis  by  sex,  race,  and  socioeconomic  status  so  that  , 
items  biased  on  these  characteristics  could  be  identified  and  omitted  from 
the  screening  norms.   As  part  of  the  'standardization  study  the  authors 
(Alpern  and  Boll,  1972)  tested  the 'validity  of  the  mothers'  answers  to  the 
skill  items  against  whether  the  children  actually  could  do  the  task  for  an 
outside  observer.   The  percent  of  agreement  between  the  mothers  and  the  ob- 
servers' ranged  from  84  to  88  for  the  five  developmental  areas. 

t.  '  '   .  ' 

"  Alpern  anoSSpTl  report  two  reliability  studies.    In  the  first,  35 

teachers  scored  the^aleH^il d^wWlle^ watching  an  interview  of  the  child's 

r.        .       x:*^'         '■  c 
mother.   All  35  were  witMn  two  points  of  the  score  obtained  by  the-, 

'  5.50- 
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Interviewer.    In  the  second  reliability  study,  a  small  group  of  mothers 
were  Interviewed «by  two  different  Interviewers  two  days  apart.  S1xty-e1ght 

•  percent  of  the  retest  scores  were  within  two  points  of  the  first  test 
score,  92  percent  were  within  three  points  with  the  average  difference 
being  1 .74  points. 

In  our  stucty  the  Inter-recorder  reliability  on  the  dual  home  visits  was 
as  follows  (Kendall  correlations): 

-j.Z-JL"  /  ,  ' 8  gjOntjL  (Ns22)      12  month  (N=23) 

T^^Physlcar  .96  .  .92 

Self-help-.  .96  .97 

Social  .99  .96 

.Academic  .82  •  1.00  % 

Communication  .82  .96 

\   "l   '         Since  the  Developmental  Profile  was  developed  for  screening,  the 

"    authors  present  1n  the  manual  helpful  guidelines  for  determining  any  need 
for  further  referral  and  assessment.   These  guidelines  are  quite  conserva- 
tive, undoubtedly  to  reduce  the  number  of  false  positives  which  would  ] 
result  if  more  stringent  criteria  were  utilized.  -  — ' 

•  We  used  the  Developmental  Profile  on  the  home  contacts  at  8  and  12  f 

months  of  age.   We  wanted  to  examine  the  usefulness  of  this  tool  as  a  part 

'  *  * 

of  chlld'health  screening.by  comparing  it  with"  the  more  formalNievelopmental 
;  testing./  Besides  being  more  efficient  1n  the.  resources  It  requires,  the 

*  *  /  ' 

/ 

Profile  involves  another  aspect  of  screening/assessment  central  to  this  pro- 
-ject..  Since  the  informal  on,  is  obtained  by  maternal  report,  it  is  bound. to 
have  a  perceptual  overlay.  *As  *has  already  been  stressed  in  .this  section,^ 
\         '  parental  perception  of  the  fhild,  1n  this  instance  his  developmental  skills, 
my  offer  more  potential  for. predictive  screening  since  it  taps  something 
about  the  environment  which  will  help  shape  the  child  1n  the  future. 

©  •  •  <  .       5-51       nop  m 

ERIC  ■  •    .  •  r:         «3~o . 


Although  the  results  of  the  Developmental  Profile  Were  not  particu- 
larly Intended  for  use  as  continuous  or  ordinal  data  we  have  used  them  as  . 
such.  The  comparative  rankings  make  it  possible  to  look  more  extensively 
at  associations. with  other  variables  which  would  not  be  possible  with 
categorical  analyses. 

At'8  months  of  age  none  of  our  sample  children  scored  below  the 
screening  criteria  1n  any  developmental  area.   There  were  some  which  fell 
1n  the  borderline/range,  but„by  12  months  these  children  had  reportedly  . 
caughi  up  to  the  skills  appropriate  for  their  age. 

/At  12  months  of  age  there  was  one  child  rated  significantly  delayed 
In  the' area  of  social  development  (social! age  =  2  months).    In  the  area  of 
comiunl cation  development  there  was  one  borderline  (age  =  6  months)  and 
ond  delayed  (age  =  2  months).   The  two  delays  were  reported  for  the  same 
chifld.    It  1s  Instructive  to  look  more  closely  at  the  -study  record  of  this" 
child  through  the  first  year  of  life.  , 

\^\ Sally  Smith  (name  fictitious)  was  born  to  parents  who  had  planned  the 
pregnancy  and  reportedly  were  delighted  1n  every  way  anticipating  her  ar- 
rival.  When  Mrs.  Smith  was. asked  what  she  expected  her  baby  to  be  like  she 

m  i 

said  she  didn't  know.   She  did  not  expect  the  baby  to  be  aware,  see^  or 
hear  until  several  weeks  of  age;  She  thought  It  would  be  Important  to  <  talk 
to  thebaby  at  age  6'months.   When  Sally  was  1  month  old,  after  making  the 
home  assessments,  the4 home  visitor  recorded  the  Impression  thai  "this 
mother  needs  to-be  more  aware  of  what  children  are  capable  of  at.  this  aje* 
she  offers  little  verbal  stimulation." 

In  the. subsequent  home  contacts  there  was  a  pattern  of  ponr  teaching  • 
and  feeding- Interaction  and  Yow  Home  Stimulation  Inventory  scores.  Repeated 
.comments  were  made  about  Mrs,  Smith's  shyness,  lack  of  confidence,  arid  need 


for  reassurance/  When  completing  the  12-month  assessment  the  home  visitor 
-summarized:   "I  believe  this  mother  1s  fostering  dependence.  There  1s 

-  ,  ; 

little  stimulation  through  play.  The  Developmental  Profile  results  are  not 
a  true  reflection  of  the  "child's  abilities."  ■  . 

•    In  contrast  .to  the  mother's  low  rating  of.  Sally's  developmental  skills 
at. 1  year,  Mr.  Smith  reported  that  Sally  possessed  above  average  social 
"skills.   He  thought  she  was  average  1n  all  ather  areas  of  development.  He 
^Jiad  no  concerns  about. her  development.   Nor  did  Sally's  physician*   he  gave  , 
her  a  good  or  advanced  rating  1n  all  areas. 

Sally's  12-month  B^yley  results  reinforce  the  diagnosis  of  no  current 
developmental  problems:  ^her  MDIa score  was  112  and  her,  PDI  score  was  105. 
The  psychometrlst  did,  however i  following  the  testing,  make  a  note  regarding 
^Sally's  low/energy  level.   "§he  was  sleepy,  but  I  i^ave  never  seen,  (that  I 

Jf  * 

can  recall) "a  child  this  relaxed  and  non-energet1c. 1  , 

What  1s"  the' Developmental  Profile  measuring  in  this  Instance?  Perhaps 
1t  Is  the  mother's  lack  of  self-confidence..  Or,  perhaps  it  1s  something- 
about, Sally's  low*  energy  level  the  mother  notes  1n  answering  questions  about 

whether  herachlid  "does"  certain  .tasks.   Or  1t  may  be  a  reflection  of  atti- 

't 

tudes  :>r  stimulation  1nfthe  child's  environmen^whlcb  may  Influence  her 

*  *  «  • 

future  developmental  status.-  *  ' 

 r  -  r 

Sally  and  her  mother  are  unique  1n  our  sample,  however.   Most  of  the- 

children-were  perceived  by  their  mothers  to, perform  at  or  above -their  age 

■  .  .  — |  . 

,  1n  all  developmental  areas  on  the  profile.   The  median  developmental  ages, 

reported  1s  further  evidence  of  the  positive  perceptions  held  by  our 

sample  families  (Table  5.10).      .       -  # 

The  distributions  of  Bayley  scores  do  not  lend  themselves  to  categorical 


■    TABLE  5.10 

ft         °  * 

Median  developmental  ages  (in  .months) 

^ .  from  the*  developmental  profile- 


Area 


Ptysical 
Self  Help 
Social 
Academi c 
Comrnunioati on 


8  months" 

12  months 

'9.80 

3 14.29 

9.89 

12.89 

IT  .57 

.  16.46 

11.74 

14.33 

9.54 

14.33 

-    TABLE  5.11 

KENDALL  CORRELATIONS  BETWEEN  DEVELOPMENTAL- PROFILE  AGE  RATINGS 
-'AT  8  AND  12  MONTHS  AND  BAYLEY  SCORES  AT  12  MONTHS 


Area 


.  MDI 
R  nib.  12  mo, 


PUT 
8  mo?  12  mo. 


Physical. 

\08 

.10* 

.22* 

.31*  / 

Self  Help 

.10* 

.07 

.01 

.13*  '  / 

Social 

t  >    .  .16*. 

.11* 

.08" 

*16*  / 

Academi  c 

;  .13* 

.18*' 

.08 

'.17*^/  ••. 

Communication 

.02 

..17* 

.02 

.20*  / 

*  0 

r 

.05 
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comparison  with 'the  Developmental  Profile;  few  children  had  low  scores  at 

> 

\Z  months. .  Further,  no  area  of  the  Profile  is  really  parallel  with  the  con- 
tents  of  the  BayleyV  It  is  worthwhile,  Jiowever,  to  note  the  rank  order 
correlations  between  the  two  (Tabled. 11).   They,  are  low,. and  some  do  not 
differ  from  chance  expectations.   On  the  whole,  our  data  do  not  suggest.^ 
concordance  between  the  Developmental  Profile  screening -results  and  Bayley 
testing  during  infancy  to  evaluate  developmental  status  £er  se.   This  is 
probably  due  in  large  part  to  the  lack  of  variability  in  our  sample  and  to 
our  sample's. positive  nature.  .»  '■ 

t  c*. 

The.  complexity  of  factors  influencing  the  Developmental  Profile  is 
further  shown  by  the  correlations  between  the  8  and  12  month  scores.  "Tau 
ranges  from  .21  to  .31  for.  the  five  areas.   Although  all  are  significant  at 
the  .01  level,  or  less>  they  do  not  indicate  substantial  agreement  between 
the  mother's  reports  oyer  time.    Further,  when  one  examines  the  data  for 
individual  children,  it  is  not  simply  a  matter  of  not  maintaining  rank 
order  over  time;  some  infants  Were  given  lower  developmental  ages  at  12 
months  than  they  were  at  8  which  indicates  inconsistent  reporting  on.  some 
of  the  same  skill  items.  . 

Variability  of  reporting  is  also  seen  across  developmental  areas  at 
each  time  point.    Correlations  among  the  five  areas  at  8  months  range  from 
.14  to  .42  and  from  .14  to  .41  at  12  months.   Thus,  children  are  not  rated 
similarly  in  different  developmental  skills.    It  is  impossible  to  tell 
whetheV  this  is  due  to  actual  di .ferences  in  the  children  or  to  differing 
emphasis  of  maternal  perception  and/or  reporting. 

.Me  looked  *at  associations  with  other  perception  variables  from  the 
home  "interview  to  see  if  they  could  help  explain  the  Developmental  Profile 
reports.   Neither  at  8  nor  12' months  were  any  correlations  of  practical  or 
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statistical  significance  found  which  would  increase  our  understanding*  The 
same  was  true  for  the  potential  relationships  between  J;he  mothers'  reporting 

-    .  r  X|"  v  -j-  ■ 

on  this  instrument  and  their  behaviors  during  interaction  with  their  child- 
ren— none  Were  found.   These  negative  rindings  do  not  negate  the  potential 
value  of  the  Developmental  ProfP^-iiir^edictive  child  screening/assessment; 
_f^her^vartiJafion  will  be  made  of  its  usefulness  when  long-term  develop-^ 
mental  outcomes  are  available. 

Father's  Questionnaire  * 

Because  of  the  enthusiastic  interest  of  many  of  the  fathers,  during  the 
year  of  data  collection  and  because  of  our  own  interest  in  fathers  and  their 
influence  on  the  child,  a  questionnaire  was  left  for  all  of  the  fathers  at 
the  12-month  home  visit  (Appendix  5,1 3),   Most  of  the  questions  were  similar^ 
to  ones  asked  of  the  mother,  i.e.,  father1 s  perception  of  the  child's  growth, 
development,  and  temperament  as  well  as  the  father's  involvement  in  the 
child's  caretaking.   There  were  also  questions  about  his  feelings  regarding 
fatherhood,  his  concerns,  and  his  achievement  expectations  for  the  child. 

Of  the  164  fathers  who  received  questionnaires,  121  completed  and  re- 
turned  th'em  (74  percent)..    Compared  to  those  who  did  not  return  the  ques- 
tionnaire; those  who  did  were  older  and  more  of  them  had  boy  babies.  Both 
they  and  their  wives  had  more  schooling  (Table  5.12).    It  is  highly  likely 
that  the  one  out  of  four  fathers  yho  did  not  return  their  questionnaires 
differed  in  other  important  ways  from  the  tnree  who  did.   While  the  data 
have  limitations  fpr  describing  the  entire  sample  of  fathers,  they  do  offer 
still  more  evidence  of  the  positive  environments  in  which  our  sample  child- 
ren are  developing.   They  help  to  complete  the  perceptual  pictures  provided 
by  the  mothers. 


TABLE  5.12 


CH'ARACTERISTICSJ)£.JATHERS- 
_  BY-QUESTIONNAIRE  RETURN 


^ Fathers  who 
returned 

/  fc|  T  rt  T  \ 

(Ns121) 

Fathers  who 
did  riot  return 
(N=43)  *• 

Mean  years  of  age 

28.4  ' 

25.7 

Mean  years  of  schooling 

15.4 

13.8 

Had  male  baby              _  - 

.  50%  . 

43% 

Wife  educated  beyond  high  school 

67%  . 

50% 

.  TABLE  5.*13 

PERCENT  OF  FATHERS  WHO  PARTICIPATED  IN  SPECIFIC  ACTIVITIES 
WITH  THEIR  BABIES  BY  PERIOD  OF  INFANCY  AND  SEX  OF  BABY  \ 


v 


Activity  • 

1st  * 
6  Months 

>  2nd 
'  "6  Months 

Female 

Male 

Total  " 

Female 

Male 

Total  \ 

Diapering 

50.0 

45.0 

47.0 

50.0 

45.0- 

47.0  \ 

Feeding 

50.0* 

40.0 

43.9- 

53.8 

45.0 

48.5  \ 

Bathing 

26.9 

35.0 

31.8 

34.6 

45.0 

40.3 

Dressing 

50.0 

'45.0 

'47.0 

53.8 

47.5 

50.0 

Soothing . 

53.8 

47.5 

50.0 

53.8 

45.0 

48.5 

Playing 

53.8 

47.5"; 

■  i 

50.0 

53.8 

47.5 

50:0 

Teaching 

e 

50.0 

42.5  ' 

45.5 

53.8 

47.5 

50.0  % 
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The  frequency  distributions  of  the  fathers'  responses  (Appendix  5.14.) 
show  they  hoJd  their  children's  developmental  capabilities  1n  high  regard. 

were  asked  to  rate  theirMnfants  on  six 'areas  of  development:  Physl- 
cal,  self-help,  social,  Intellectual,  and  receptive  and  expressive  lang- 
uage.   They  rated  them  highest  on  social  skills  with  nearly  one- fourth 
"saying  their  child  was  "much  above  average,"  The  fewest  children  were  '  - 
rated  above  average  and  the  most  below-  average  on  expressive  language,  but 
,  even  so  there  were  only  10  percent  in  the  latter,  category.   Most  of  the 
fathers- al So  thought -their  Infants  had  easy  temperaments,  I.e.,  they  were 

adaptable,  happy,  and  accepting.   There  was  little. difference  1n  the 

-  »  « 

developmental  ratings  by  sex  of  the  child  except  that  more  boys  were,  * 
viewed  as  "much  above  average"  on  physical  and  social  development. 

They  reported  the  most  enjoyable^ aspects  of  being  a  father  as:  being., 
proud  of  their  children,  observing  the  Infants'  activities,  and  playing 
with  them,   their  satisfaction  and  enjoyments  as  fathers  showed,  no  rela- 
tionship  to  whether  they  had  a  girl  or  boy  baby. 

The  fathers  who  shared  their  thinking  with  us  expressed  many  concerns 
about  fatherhood;  their  meaning  comes  through  most  clearly  when  individual 
comments  are  examined.   Collectively,  however,  they  found  fatherhood  hardest 
because  of  the  patience  required,  the  responsibility,  and  the  lack  of  time 
to  devote  to  the  family  and  to  relax.    Forty-three  percent  said  they  had 
"very  good"  feelings  about  fatherhood,  but  another  40  percent  said  their 
feelings  were  neutral. 

We  asked  the  fathers  how  they  participated  in  the  care- and  rearing  of 
their  infants.  Table  5.13  shows  their  responses.  Only  about  half  did  any 
of  the  physical  care,  such  as  diapering,  feeding  a/id  dressing.  Similar 
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proportions    interacted  with  their  children  through  play  and  teaching* 
Although  the  analysis  has  not  yet  been  done  to  find  out,  1t-  fs  likely  the 
same  fathers  participated  1n  all  activities.   Or  there  may  be  patterns  of 
activities  which  go  together  for  different  fathers.   When  asked  whether 
they  were  satisfied  with  the  activities  1n  their  role,  only  two  fathers 
expressed  dissatisfaction  and  81  percent  said  tftey  were  very  satisfied.. 
Some  fathers  are  quite  satisfied,  then,  to  have  little  participation  In 
the  care  of  their  children.  "   *  '  " 

/   OnljTa  few  fathers  reported  the  child's  sex  identification  as  an' 
important  part  of  their  role.   Much  of  the  literature  about  the  paternal  .J 
role,  is  devoted  to  the  importance  of  the  father's  presence  and  Involvement 
fpr  the  child's  sex  identification  (Nash s .1965) .   These  fathers  are  un- 
doubtedly serving  this  function  but  are  also  focusing  on  other  aspects  of 
father-child  relationships  as  well. 

*S|nce*many  of  the  fathers1  questions  were  sltirilar  to  those  asked  of 
the  mothers  it  is  possible  to  compare  answers  for  the'parent  couples  in 
which  both  responded.  fc  ? 

More  than  half  of  the  mothers  (63  percent)  had  concerns  about  the 
child's  temperament;  only  a  few  of  the  fathers  (18  percent)  had  such  con-* 
cerns.     In  the  16  cas^s  where  the  mother  and  father  agreed  there  was  a 
temperament  problem, -only  five  couples  agreed  on  the  nature  of  the  problem. 

Less  than  half  of  the  mothers  (32  percent)  bad  concerns  about  the 


Mothers1  temperament  concerns  were  frequently  about  the  child's 
level  of  activity  which  made  1t  hard  to  keep  up  with  them.   Fathers  were  more 
concerned  about  the  child's  persistence  in  doing  something  bothersome.  Both 
parents. reported  the  disruption  and  inconvenience  to  the  family  of  child- 
rens'  Irregular  scheduling. 


child's  development,  and  only  a  few  of  the  fathers  (15  percent)  had  any 
developmental ^ concerns*   Of  the  nine  cases  where  the  mother  and  father 
agreed  there  was  a  developmentarproblem,  only  four  of  the  couples  agreed 
on  the  nature  ot  the  problem.  . 

Since  mothers  usually  spend  more  time  with  children  and .are  more  in- 
volved in.caretaking,  they  may  be  expected  to  voice  more  concerns.  These 
data  illustrate  the  added  dimension  of  problem  definition,  .however,  when 
fathers  do  not  share  the  mothers'  concerns  or  have  different  ones.  Clearly 
both  parents  should  be  involved  in  defining  the  problem  and.  in  implementing 
a  plan  of  action.  ♦  - 

The  parents  showed  little  agreement  on  how  successful  they  thought 
their  child. would  be  in  school  (tau  =  .01).    On  the  average,  mothers  ex- 
pected their  child  to  do  better  than  did  the  father  (t  =  3.54,  p<  .05).  ' 
The  parents  showed  more  agreement  on  how  far  the  child  would  go  in  school 
(tau  =  .47,  p<  .05),  but,  in  this  instance       fathers  had  somewhat 
higheH&pectations.   They  thought  their  children  would  achieve  a  greater 
amount  of  education  (t  =  2.11,  p<  .05).    Parents  showed  a  difference  in 
emphasis  between' quantity  and  quality  of  scholastic  performance. 

Both  parents  were  asked  how  much  their  child  had  changed  their  lives. 
There  was  little  similarity  in  their  responses  (tau  =  .16,  p<  .05).  Both 
-—husbands  and  wives  reported  a  greater  change  for  the  mothers.   The  mothers 
actually  saw  the  change  for  them  as  even  greater  than  did  the  fathers 
(t  =  3\52,  p<  .05).   The  impact  of  the  child  on  the  parents'  life  style 
is  undoubtedly  a  function  of  their  degree  of  involvement  in  the  child's 
care  and  the  amount  of  time  spent  with  the  family.    Since  the  mothers  were 
more  -involved  we  would  expect  the  change  to  be  greater  for  them"  than  for 
the  fathers. 
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The  fathers  who  responded  to  our  questionnaire  were  on  the  whole 
positive  participating  parents.   While  they  may  be  selectively  different 
from  the  non-responders  1n  this  respect,  their  reports  have  emphasized 
several  points:  * 

a)  *  As, Important  participants  1n  child-rearing  activities  and  parent- 

child  Interaction,  fathers  also  have  perceptions  which  contribute 
to  the  child's  environment "and  to  his  growth  and  development. 

b)  Fathers  are  also  Influenced  by  the  child's  presence;  they  must 

[  adapt  to  the  temperaments  and  scheduling  of  their  children.  From 
.their  proximity  and  roTe  of  responsibility  they  develop  concerns 
'  '        about  their  babies.  v 

c)  .  The  concerns  and  perceptions  of  the  two  parents  are  sometimes 

different.   Assessment  for  problem  solving  must  consider  both 
views  1n  working  toward  more  optimal  child  environments. 

SUMMARY 

What  have  we  learned  about  parent  perceptions  and  their  place  1n  child 
health  assessment?   First,  from  our  experience,  obtaining  perceptual  Informa 
tlon  1s  quite  feasible;  parents  are  willing  and  pleased  to  share  their  ex- 
pectations, views  and  concerns.   Furthermore,  it  1s  possible  to  elicit  this 
information  systematically  through  protocols  developed  to  cover  sets  of 
Information.    Care  should  be  taken,  however,  that  1n  the  practice  situation 
the  structure  of  the  protocol  does* not  negate  the  real  essence  of  what 
parents  have  ,to  say.   Practitioners  will  require  skill  1n  hearing  what  i$ 
Important  and  putting  1t  together  from  a  directly  knowledgeable  perspective 
rather  than  from  behind  a  set  of  questions  per  se. 

The  perceptions  of  parents  are  not  always  congruent  with  more  objective 
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assessments^.   We  need  to  know  more  about  why  they  differ,  vjtrfch  paints 
differ,  and  what  these ^differences  predict.   Parent  perceptions  of  infants 
*also  change  over  time.   We  need  to  know  more  about  why  they  change  and  the 
meaning  of  the  change  for  predictive  child  health  assessment.  "  Further  know- 
ledge  about  the  formulation  and  dynamics  of  parental  perception  of  the 
young  infant  and  their  role  in  child  development  will  be  forthcoming  as  this 
study  progresses.   Meanwhile,  our  experience  and  that  of  other  investigators 

suggests  that,  while  the  child  undoubtedly  plays  a  part  in  how  he  is  per-  < 

. .    -         •  •« 

•         .  /ceived,."the  more  direct  and  underlying  causes  probably  rest  with  the  parent. 
'  Pursuing  these  is  essential  if  care  activities  are  to  be  constructive  ' 
■   rather  than  intrusive. 

For  example,  Broussard  and  her  colleagues  have  held  group  therapeutic 

">        sessions  for  mothers  with  negative  perceptions  of  their  infants.   The  prob- 

*  "•  -  ■  -\' 

lems  found  in  these  groups  demonstrate  the  long-term,  complex  attitudes  the 

•  ■  *  ■■ 

mothers  have  about  themselves.   As  Broussard  shared  her  experiences  in  try- 
ing to  do  something  to  help  negative  NPI  mothers  and  their  babies,  it 
helped°us  to  understand  some  of  the  implications  for  nursing  care  if  this 
instrument  is  to  be  used  as  an  assessment  tool.    Direct  demonstrations 
and  telling  the" mother  the. "right"  way  to  care  for  her  infant  can  harm 
rather  than  help  a  mother  who  already  lacks  self-esteem  and  confidence  in. 
her  ability  to  be  a  mother.   The  same  detrimental  effect  can  be  seen  when 
health  personnel  inadvertently  come  between  the  mother  and  infant  and  take 
the  side  of  the  baby  in  an  attempt  to  improve  his  care  from  the  mother. 
Rather,  those  in  the  care  role  must  be  patient,  not  critical,  pick  up  the 
themes- of  anxiety  as  the  parent  presents  them,  and  demonstrate  indirectly 
by  example  in  interacting .with  the  child  and" the  parent. 
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Our  perceptual  data  have  Indicated  several  possible  avenues  of  poten- 
tlally  beneficial  care  to  help  parents  and. thereby  their  children: 

r  Parents  do  not  automatically  know  the  capabilities  and  responsive-; 
ness  of  young  babies.  They  have  Impressions  about  What  to  expect 
from  their  Infants  as  they  develop,  but  some  parents  expect^ too 
little,  thus  underrate  the*  Importance  of 'their,  effect  on  the*ch1ld 
from,  birth.  This  may  be  a  worthwhile  addition  to  perinatal  educar 
tion,  '         -\  ' 
^        Not  all  mothers  have  supportive,  satisfying  environments  1n  which 
to  carry  out  their  child-rearing  responsibilities.  Understanding 
the  effects  of  the  larger  environment  on  the  mother  may  assist  1n, 
-  diagnosing  child  care  problems  and  1n  suggesting  specific  types 
of  support  which  may  be  summoned  from  outside  the  family. 
V  -  All  parents  do  not  have  positive  feelings  about  parenthood,  abou.t 
their  baby,  or.  about  the  changes  resulting  from  the  addition  of  a 
new  family  member.   Negative  perceptions  must  be  recognized  and 

accepted  1n  order  to  help  parents  adapt  as  well  as  .possible  given 

'  *  •*'"". 

the  child's  characteristics,  the  home  environment,  and  the  life 
situation.  , 
In  our  view  parental  perceptions  play  an  important  role  1n  child 
health  assessment. -  Even  though  more  understanding  1s  needed  about  the 
effects  on  developmental  statue,  the  Information  can  be  used  to  1ncreas~e 
the  comfort  and  satisfaction  of  >afcfnthood.   But,  the  methods  and  tech- 

nlques  for  eliciting  the  Information  must  be  accompanied  by  the  knowledge 

.  •> 
of  what  1t  means  and  the  profession?!  responsibility  for  "doing  something 

•  -\ 

positive  about  1t.y;'^' 
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APPENDIX  5*1 


V 


SUMKARY  ANO  OESCfUPTIVE  STATISTICS  FOR 'PARENT  PERCEPTION 
VARIABLES  AT  PRENATAL 


V 

 }  

Source 

Variable  . 
"*r* .      ■  i  

Composition  of 
,  ^      Variable  Set 

Median    Range     *  N 

Value  ♦  Label 
or  Direction.  * 

Mother's  Psycho- 
Social  Assets 


Involve- 


Oevelopme\tal 
Expectations 


Number  of: 

21.   Pleased  when  found 
out  pregnant  (I,?.) 

23.   Pleased  tibout 

pregnancy  now  (1,2) 

26.  Someone  to  share 

concerns  (1) 

27.  Enough  physical 
•    help  (1-3) 

29.   Enough  emotional 

.    help  (1-3) 
3.1.   Free  time  (1) 

19.  Planned  pregnancy  .(1) 

20.  "None  to  little  dlsrup 

tion  1n  plan's 


disrup- 
ts) 


Number  of: 

22.   Pleased  when  found 

out  pregnant  (1,2)  - 

24.   Pleased  about       *  ■ 
pregnancy  now  (1,2) 

28.   Gave  most  physical 
*    help  (1) 

30*   Gave  most. emotional 
help  (1) 

26.   Shared  mother's  concerns 


Average  (1n -weeks)  of: 

13.  Age  baby  aware  of 

surroundings 

14.  Age  baby  begin  to 

learn 
Age  baby  see 
Age  baby  hear 
Age  mom  talk  to  baby 


\  15. 
\16. 
*|8.< 


6. 98 


2-8       187      h1qh»more  assets- 


4.93 


0-5  .  187 


h1qh=more  Involve- 
ment 


6.45     1.0-33.2   174  h1gh=older 


Newborn 
Jntervlew 


, Labor  &  Delivery 
Experience 


Neonatal  Percep- 
tion Inventory- 
Newborn-Ordlnal 


Individual  score:  + 
36:   Racing  of  labor  and 
delivery  experience 
"  ' (1^5) 

Olfference  Between: 
38-49.    averaqe  baby-own 
babV 


2.12       1-5  -  -190*    h1gh«bad  experience 


Neonatal  Percep-   Nominal.  Score:  \ 
tfon  Inventory-     Recodlng  of  above 
Newborn -Nominal     ordinal  score  \ 


1.81     -4  to  +10  187 


187 


h1ghspos1t1ve 
perception 


1 -  positive 

2-  average  or 

neaatlve 


4> 

One  Month       Mother's  Psycho- 
Interview     Social  Assets 


Father  Involve- 
ment 


Mother  Involve- 
ment 


Number  of:  ,*  \  1.79  0-2 

67.   Satisfied  with  \ 

marriage  (1)  \ 
79.   Positive  feelings  \ 

re  motherhood  (1)  \ 

Number  of:  -       \  1.77  0-3 

25..  Moderate  to  great  - 

participation  1n 

ch1l/d  care  (3-5)  - 

26.  Participates  1n  4  or  more  \ 

caretaking  activities 
78.   Child-related  concerns 

(2-4,8)  \  . 

Number  of;  2.03     \  .0-3 

27.  3  h  s  or  more  total  time 

with  Infant/day 

28.  Teaches  one  or  more 

things  \ 
77.   Child-related  concerns 
(2-4.8)'  . 


189      h1ghsmore  assets 


189 


189 


h1gh=more  Involve- 
ment 


h1gh=more  Involve- 
ment , 
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Source" 


Va.iable 


Composition  of 
Variable  Set 


Median  Range 


Value  *  Label 
N       pr  Direction 


*0ne  }  Month 
Interview 
continued 


Parent  Mutuality 


Child U  Temperament 


Monrs  Tenperament 


Mather's  Concerns 
about  Infant 

■  ;  -   y  • 

/, 

Neonatal  Perception 
Inventory-One 
Mpnth-Crdinal 

Neonatal  Perception 
Inventory-One 
Morxth  -Nominal 

Neonatal  Perception 
Inventory-Change 
between  Newborn 
&  One  Month 


Number  of:  2.18     '  0-3 

61.    Joint  decisions  re 
*  important  child  - 
matters  (1) 
.  60.   Joint  decisions  re  non- 

*    child  matters  (1) 
.,66.  'Moderate  to  great  "agree-;  .  e 
ment  re  child-rearing 

fiumber  of:  *  ' 
t    57.  Mood  (3)  ■ 
40.  Rhythmlcity  (3)  . 
44.  Approach-Withdrawal  *(3) 
'48^  Adaptability  (3) 
49.,  Intensity  (I) 

■  Number  of:,  .  ✓  0.46  0-3 

\75.  food  (3)  .  .  i  ... 

*69.  Rhythmici ty  (3)     ■    -  '  + 

70.  Aoproach-Hith<irawaV(3) 

71.  Adaptability  (3) 
-72.  Intensity  (1)" 

Number  pf:  0.39  0-2 

'39.    Concerns  re  sleeping  (1)  "      ?  , 

17.    Concerns  re  feeding  (1)  * 
(One  month  feeding 
. "  interview)  . 

Difference  between:  2.40      -6  to 

12-13.    Average  baby-Owr.  baby  +11 


Nominal  Score: 
recdo^ng  of  above  ordinal 
score 

i 

Nominal  _ Score: 
combined  newborn  & 
one  month  scores  *  - 


189      high*more  mutuality 

;  v 


0.3?  1  -0-3       186  lcw=MeasyM 


-186  *  lowCeasy" 


189      high  *  more  concerns 


189      hfgh  =  positive 
'  perception 


189  1-positive 
2-average  or 
t'  negative 

183  1-positive-positive* 

2-  negati  ve-riegative 

3-  posi tive-hegative 
A-negative^-positive 


Four  Month 
Interview 


Mother's  Psycho- 
social Assets 


Father  Involve- 
ment 


Mother  Involve- 
ment 


Number  of: 

61.    Positive  feelings  re 

motherhood  (1) 
4.    Positive  experiences 
 stnre  1  mo.  (1) 

29.  Satisfied  with  partners 

caregiving  (1) 

Number  of:  , 
28.   Moderate  to  great 
participation  in 
■    child-care  (3-5) 

30.  Participates  in  4  or  more* 

caretafcing  activities 

31.  -  Teaches  one  or  more 

things 

32.  2  hrs.  or  more  with 

infant/day 
64.    Child-related  concerns 
(2-4 ,8V 

» 

Number  of: 

33.  4  hrs.  or  more' total 

time  with  infant/day 
35.    Teaches* one  or  more 
things 

63L    Child-related  concerns 
'  (2-4.8) 


2.83 


3.08 


Chile's  Temperament 


Number  of:  1 
58.  Hood  (3)  « 
42.  fthythmicity  (3) 
46.  ADproach-Uithdrawal 

50.  Adaptability  (3) 

51.  Intensity  (!) 


(3) 


Motner's  concerns 
about  Infant 


2.00 


Number  of: 

41.  Concerns  re  sleeping  (1)  ' 
17.  Concerns  re  feeding  (1) 
(4-mo.  feeding  interview) 


0.42 


0.39 


0-3       177  *    high=more  assets 


0-5 


0-3 


177      high=more  involve- 
ment 


177      high=more  involle- 
ment 


0-3  *    177  -  low="*asy" 


0-2       179      high=more  concerns 


.1* 

V  ' » 


Source 


/anjabl* 


APPENDIX  5.1  (-continued—page  3) 

Composition- <ff 
.Variable  Set 


Median  Range 


Value  *  Labe\ 
N       or  Direction 


^  -/€1ght  Montfte  vMother'$VlPsycho- 
~  -     Interview  %  Social  Aslets 

-     ....      •*  . 


Father  Ihvolve- 
ment 


.Mother  Irfvolve- 
*  m$nt      **  , 


Number  of:  '  * 

61.  "Positive  feelings  re  - 

'motherhood ,(1) 
4.    Positive  experiences 
•     slncfe  4  mo.,  O) 

29.  Satisfied  with.Dartnf.r's 

„careg1v1ng  (1)   t  ^ 

Number  of:   .  m  s 

28.   Moderate  to  great 

participation  in* 

child  care  (3-5) 

30.  Participates  1n  5- or  more 

caretakliig  activities 

31 .  Teaches  one  or  -more 

things 

32.  2  hrs.  or  more  with 
•I  Infant/ Bay 

Number  of:-  < 

33.  4  hrs.  of  more  total  ^ 

time  witfrinf ant/day^ 
35.   Teacher  one  or  more  \  *ngs 
63.   Child-related* concerns 
'(2-4,8) 


2.87       0.-3       162      h1gh=more  assets 


2.99 


1.91 


0-4 


0-3 


161 


162 


h1gh=more  Involve- 
ment 

/ 


high*mbre  Involve- 
ment \ 


{ 


Child's  Temperament 


\ 

Mother's  Concerns 
about  .Infant* 


Developmental  Physical 

Profile  Development 

'  .     '     '  Self-Help 
f  %  Development 

Social 
Development 


Academic 
Development, 

Conmunication 
Development 


Number  of; 

&8.  Mood  (3) 

42.  Rhythmicity  (3)  . 

46*.  Approach-Uithdrawal  (3) 

50,  Adaptability  (3)  * 

5l]  Intensity  (1) 

-  Number  of •  '  * 

41 ...  Concerns  re  sleeping^!) 
17."  Concerns  re  feeding  fl) 
"  (Eight  Month  feefflntf 
Interview) 

Individual  score: 
Physical  Agfe  1n  months- 

'Individual  score: 

Self-Help  Age  1n  months 

Individual  score: 
Social  Age'fn  months 

individual  score: 

Academic  Age  In  months 

^ndivtdual  score:" 

Communication  Age  1n  months 


0.43      0-2      159  •  low=neasyM 


0.4* 


9.80 
9.89 
11.57 
•  11.74 
9.54 


C-2  165 


high=more 
•  -  concerns 


4-16     165  high=more 

advanced  ' 

6-18    165  highcmore 

advanced 

4-20   "165-     h1gh=mote  K 
advanced 

6-20    165  h1gh=more 

advanced 

4-16     165  ^Tigh=more 

*  advanced 
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Source 


Variable 


Composition  of 
■  Variable  Set 


Medfan 


■4  *  '  • 

.     .    Valued  Label 
Range      N    -  or  01rect1on 


Twelve  Month  Mother's  Psycho- 
Interview      Social  Assets  . 


Father  Involvement* 


It  • 


*     (jotjier  Involvement 


-Number  of:  / 
5?./  Positive  feellnqs  re  \ 
motherhood* (l)  ' 
8*.  Positive  experiences 
since  8  mo,  (1) 
-  58.    Enough  help  (1-3) 

Number  of: 

50,   Teaches  one  or^nore 
•  things 

Most  help  to  mother  (1 
ChiTd-related  concerns 
■  (2-4,8) 

Number  of:  , 

46.    2  hrs.  or  more  total  • 
time  with  infant/day 
Teaches  one  or  more 
"  things  -  \f 
Child-related  G0tocerr>s« 

(2-4,  8) 
Child-centered  manage- 
ment of  time  (1) 


2,24       0-3       178     h1gh?more  assets> 


Parent  Mutuality 


/ 

Child's  Temperament 


Mother's  Concerns 
'  about  Infant 


Achievement  " 
.  Expectations 


Developmental  Physical 
"   Profile  Development 


Self-Help 
Development 

Social* 
Development 

Academic 
Development 

Conrmuni  cation 
Development 


56. 
62. 


49. 
61. 


45 


i 


\  M7 


0-3 


177V    high-more  involve- 
ment '    * . 


4  » 


>.07< 


0-4 


176 


h1gh=more  involve- 
ment* 


Number  of: 

43.   Moderate  to  great 
*     agreement  re  child 
rearing  (3-5) 
42.   Moderate  to  great 
*  ■    aqreement  re  - 
discipline  (3-5f 


Number  of: 

34.  Mood  (3) 

22.  Rhythmicity  (3) 

24..  ApproacfvJijthdraw^  I  (3) 

26.'  Adaptability  (Z) 

28.  Intensity* (1) 

Number  of: 

17.   Concerns  re/feeding  (1) 

(12-mo.  fading  interview) 
54.'  Developmental  concerns  (1) 
38.   One  or  nfore  temperament 
concerns 

Product  of: 

52.  Success  in  schopl 
(high=above  average)  1 

53.  How  far  in  school 
(high*beyond  college) 

Individual  score: 
Physical-  49e  m°ntHs 

Individual  score: 
Self-help  Age  in  months' 

Individual  score:  _ 
Social  Age  in  months 

Individual  score: 
■  Academic  Age  1ft  months 

Individual  score:  f 
Communication  Age  in  months 


,1.97       0-2       171      hi  gh»mo{e  ^mutuality. 


1  0.63    ^  0-3      170  low="easya 


1.15      0-3     *178  hlgh^more* 

concerns 


J     5,78"   .  2-9      13L  H1gh=h1gh- 

v ,  expectations 


8-24  •  ^65   s  high*more 

advanced 


,  '14.29 
13.89 
16.46 

14,33  7-22  165  high-more 
14 


1.33 


8-22     165  high=f^)re 

:  advanced 

2$26     165  hfgh=more 

s  advanced 


advanced 


14.41     165  •  highsmorc 

m  advanced 


•    APPENDIX  5.2 

^  -       '        UNIVERSITY  OF  WASHINGTON  } 
School  of  Nursing 
HORSING  CHILD  ASSESSMENT  PROJECT 

PRENATAL  QUESTIONNAIRE 
•  •   ;  ~~~  «> 

Mother's  Group  Health  Number         \  *        Today* s^Date 

Date  of  last  Menstrual  Period  \  

Expected  Date  of  Delivery  _  


OFFICE  USE  ONLY 
Code  


Month 


Day   Yea i 


Will  this  be  your  first  child?    1  -Yes 

2  No* 


•If  no,  explain      -   .  

Do  you  anticipate  moving  outside  of  Seattle-Ring  County  within  the  next  lh  years? 
.   1  Ye.'  \  '  " 

2  jjo  j 

-I -<PI^E  F IIX-OaT-THE-FOIXOinKC-  -INFOPJ tATION- ABOUT  .YOURS Eli  _. 

1.    Name  '  ,  


LAST 


FIRST 


MIDDLE 


2.  Address 


STREET 


APT.  SO. 


CITY 


ZIP  CODE 


3.  Phone 


4.    Race:    (Circle  a  number) 

1  White  (Caucasian)  4  Oriental' 

2  Black  (Negro) 

3  Americaa-*fiiaian  -  6™- Other  -  specify 


MONTH 


DAY 


YEAR 


6.  Marital  Status:    (Circle  a  number) 

V  1 — --Harried        5  JTever  married 

2 —  —Divorced      6- — Connon-law 

3—  —Separated     7- — Other  -  specify  

4— .— --Widowed  o 

7.  How  many  years  of  regular  schooling  have  you  completed?    (Circle  a  number) 
X  -  2  ~  3  -  *  -  5 6  -  7  T'tf  -  9  -  10  T  11  -  12  -  13  -  14  -  15  -  16  - 

17  -  18  -  19  -  20+  \ 

8.  Additional  Education  Completed?    (Business,"  or  Trade  School) 


Field 


.Number  of  Months 


9 

ERIC 
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Cade  ; 

II.    PLEASE  ANSWER  THE  FOLLOWING  QUESTIONS  REGARDING  YOUR  EXPECTATIONS 
ABOUT  YOUR  BABY: 


9.    jWhat  do  your  expect  your  baby  to  be  like? 


\ 

\ 


*     \  " 

10.  Soree  wo^gn  prefer  babies  who  like  to  be  held  and  cuddled,  while  others  - 
prefer  babie^  who  are  more  active  and  exploratory.    Which  kind  of  jbaby 
do, you  prefer?    (Circle  a  number) 

1  Cuddly 

2-  —Active  ~~~-\  . 

3  Both  \  ^ 

11.  Are  you  wishing  for  a  boy  or  a  girl?    (Circle  a  number)  '/ 

1  Very  much  want  a  boy  * 

2  Prefer  boy,  but  girl  okay 

3  No  preference 

4  Prefer  girl,  but  boy  is  okay 

5  very  much, want  a  girl 

12.  Is  your  husband  or  partner  wishing  for  a  boy  or  a  girl?    (Circle  a 'number)  1 
<  1 — ^Very  much  wants  a  boy 

2  {refers  boy,  but  girl  okay 

^  3--~ Ho  preference 

4  Prefers  girl,  but  bov  is  okay 

\  f 

5  Very  much  wants  a  girl  ^  \  j 

6  Don't  know  /  \ 

13.  At  about  what  aqe  do  you  think  your  baby  will  start  to  be  aware  of  i' 
his/her  surro undines  or  know  what  is  going  on  around  him/her?    (Write  j  - 
in  the  age  and  circle  weeks,  months,  or  years)                                               ' ^ 

Age  weeks,  months,  or  years  *  ' 

14.  At  about  what  age  do  you  think  you  will  start  teaching  things  to  your  I 
baby?  I 

Age  weeks,  months,  or  years  -  \ 

t\ 

15.  At  about  what  a^e  do  you  think  your  baby  will  first  be  able  to  see 

objects  and  people  clearly?  \ 

Age  veeks,  months,  or  years  y  \ 

344 


'  \ 
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Code 


16.    At  about  what  age  do  you  think  your  baby  will  f  ir„t  be  able  to  hear 
sounds  and  voice*  clearly? 


Age  weeks,  months,  or  yea 


m=Wjn¥tMtt^Wrtt&*tl'i*'tor  Jk>u  to  talk  to  your  baby  during 
his/her  first  year? 

X  Hot  important  at  all 

2  A  little  -important 

3  Moderately  important 

^  /  4  yery  important  - 

5  Extremely  important 

18..   At  'about  what  age  do  you  think  talking  to  your  baby  will  be  especially 
important? 

Age  veeka,  months ,  or  years 

HI,    PLEASE  ANSWER  THE  FOLLOW  I  IK  QUESTIONS  ABOUT  YOUR  FEELINGS  AND  CQKCCTS 
REGARDING  THIS  PHEGNAKCY: 

19.  Did  you  plan  to  have  this  baby,  or  was  it  a  surprise? 

1  Planned 

2-  — Surprise 

3  Both        °  V  Comments 

20.  To  what  extent  will  this  pregnancy  and  the  birth  of  this  baby  have 
interrupted  or  canceled  your  future  plans  {career,  employment, 
education,  etc.)?    (Circle  a  number) 


-X  not  at  all 

2r~ Very  little 

3  Moderate  amount 

4-  7 — A  good  bit 

5-  -A  great  deal 

Could  you  explain?   

i\  
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^  Code  ' 

21.    Women  frequently  have  mixed  feelings  about  being  pr*.^r?nt-    Which  one 
of  the  following  feelings  best  describes  how  you  felt  when  you  found 
out  you  were  pregnant?    (Circle  a  number) 

1  rDelir.hted  in  every  way 

2  Generally  pleased,  but  with  minor^  reservations  „ 

3  Mixed  feelings,  some  good  and  dome  difficult 

4  Generally  displeased,  though  could  think  of  some  good 

5  Totally  displeased 

6-  None  of  these* 

 M  *  Please  describe  :  ,  


22.  Which  of  tHe  above  feelings  in  question  P21  do  you  think  best  describes 
how  your  husband  or  partner  felt?  

Write  in  number  , 

23.  *  Which  of  the  feelings  in  question  021  best  describes  how  you  feel  now? 

 (Write  in  number)    If  feelings  have  changed  -  could  you 

explain  


24.    i-Jhich  of  the  feelings  in  question  £21  best  describes  how  your  husband 

or  partner  feels  now?   (Write  in  number)    If  feelings  have 

changed,  could  you  explain  .  . 


25.    What  have  been  your  primary  concerns  during  this  pregnancy?  (with 
anything) 


26.  Have  you  been  able  to  share  your  concerns  and /or  feelings  with  anyone 
,         during  this  pregnancy? 


1  yes* 

2  1  Jo 

*XJ  yes,  with  whon? — L  Husband 

2  »tother 

3  Relative 


4—  —Friend 

5  Other 


specify 
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Code 


How  auch  physical  help  would  you  say  you  have  had  during  this  pregnancy? 
(i.e.  housework,  lifting,  yardwork)  > 

1—  — A  lot  aore  than  I  needed 

2—  ™  More  than  I  needed 

3  As  nuch  as  I  needed 

♦  ., 

4—  -USB  than  I  needed 

5—  -A  lot  leas  then  I  needed 

Comments ,  if  any  


Regarding  the  physical  help  you  received,  who  helped  you  the  most? 

1— —Husband 

-  2  Mother 

.  3  Relative 

A  Friend  v 

5—  — Othor  / 

Specify 

6  Ho  one 

How  auch  emotional  support  would  you  say  you  have  had  during  this 
pregnancy? 

1  A  lot  aore  than  I  needed 

2  *!ore  titan  I  needed 

3  As  auch  as  I  needed 

A  Less  than  I  needed 

5 — —A  lot  less  than  I  needed 

Comments,  if  any  


Regarding  emotional  support,  who  helped  you  the  most? 

1  Husband 

2™!fother 

3  relative 

4  Friend 

5-  Owner  

Specify 

6-  — No  one 


Code 


Arc  you  able  to-take  any  free  time  "just  for  yourself"? 

1  Yes* 

2  No 

*If  yea,  vhat  do  you  do  during  this  time?  


*  0 
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APPENDIX  5,3 

'  UNIVERSITY  OP  WASHINGTON' 
School  of  Nursing 
NURSING  CHILD  ASSESSMENT  PROJECT 


NCWBORN  FAMILY  ASSESSMENT  INTERVIEW 


Babv's  Croup  Health  Number? 
In I or v lover? 


Codo  9  ? 

Interview  Smrt.-d? 


INTRt'Di  cTlOSt    During  eour  pregnanes1  you  filled  out  a  questionnaire  And  nailed  It  to  our  project.    At  this  tin,, 
I,  want  lo  isk  von  ti  tow  n.>re  quel  ions  about  >ouri.clf  ami  vonr  pregnancy,  as  well  as  Some  questions  about  your 
husband  or  paiiner. 


t  IRST  OF  .\LL,  1  WANT  TO  ^RlFV  YOfK  VULL  NAMF.  AND 
CTXkKM  APDRFSS. ..."  "  ~ 

1.  Mother's  N'asc? 

2.  Mother's  Address? 

3.  fhone? 


9. 
10. 


!.  A  FFV  QUESTIONS  ABOLT  THE  FATHER  01  THE  BABY 
Father's' Name?  0  1  don't  know 

Father's  Blrthdatc?  0  I  don't  know 

Father's  Race?  (Read  code)  0  1  don't  know 

1-  r— White 

2  Black 

3  — American  Indian 

4 -  —Oriental 

5  Mixed;  Specify 

6  Other;  Specify 

Hcv  many  years  of  regular  schooling  has  the 

father  of  the  baby  cpmplcted?'      0— \— 1  don't  know 

How  about  other  schools  or  training,  i.e.  business 
or  trade  schools,  Job  training?  U  months) 

t  0  1  don' t  know 

Father's  height?  0  1  don't  know 

Father's  weight?  0 — —I  don't  know 


SO  THAT  WE  MAY  CALL  YOU,  TO  MAKE  AN  APPOINTMENT  FOR 

A  HOME  VISIT  . ...   >  ,  _ 

11.  Do  you  anticipate  moving  within  the  next  month? 

1-  Yes* 

2  No 

*ff  yes,  how  nay  we  contact  you?    (Name?  Phone?) 

12.  Hov  long  have  you  lived  at  your  present  address' 

0  1  don't  know 

fi  1  4*5  months 

2  6-11  months 

3  12-18  months 

U  19-24  months 

5  25-30  months 

6-  —31-36  months 

7-  - — Over  37  nonths 

13.  How  many  bedrooms  are  in  your  hone? 

14.  Do  you  and  the  father  of  the  b«Sby  live  at  the* 
sane  address?  j_  yes 

_  ?  No* 

*Who  not?  1  -Sepaiated 

2 —  - — Divorced 

3 —  - — Unmarried 
Jissse-^lnsfipitTon 

5--- — Service 
6"— —Other;  Specify 

15.  Besides  you„  (your  husband),  and  your'bnby,  arectherc 
any  other  persons  living  in  your  home* 

(adults  or  children)  ^m  

2  No 

Mf  yes,  Relationship  to  baby?    Afve?  Stot? 


BECAUSE  WE  ARE  INTERESTED  IN  ALL  ASI'ECTS  OF  YOUR  NEW 
BABY'S  HOME  AND  FAMILY  LIFE,  WE  WOULD  LIKE  TO  KNOW  

16.  What  Is  your  religious  preference?    (Ro.id  code) 

0 — —I  don'  V  know 
*  \  Protestant 

2—  — Catholic 

3  Jewish 

U — — Other;  Specify 
5—a— None 

17.  What  is  -the  religious  preference  of  your  husband 
or  partner? (Use  code  number  from  above) 

18.  Considering  your  and -your  husband's  religion,  how 
much  influence  will  your  religious  practices  and 
beliefs  have  on  your  child?    Using. litis  scale  (*how 
card),  would  you  say....  0-  1  don't  know 

x  1 — —None 

2—  Very  little 

3  Moderate  amount 

A  A  good  bit 

>  5  a  great  deal 

19.  How  about  family  customs. ..Do  you  have  any  unique 
family  customs,  rituals,  styles  of  living,  or  habits 
that  ttay  influence  how  you  raise  your  child? 

*If  yes,  explain:  I— -Yes* 

2  No 

20.  What  languages*  arc  spoken  in  your  heme? 
(most  of  the  time)  1  English 

2  -Other? 

3  Other? 


NOW,  SOMF.  QUESTIONS  ABOUT  YOU**  HEALTH. ... 

21.  Mother's  Height?  . 

22.  How  much  dld^you  weigh  when  you  became  pregnant? 

-    0  1  don't  know 

23.  Have  you  ever  received  treatment  for  infertility'' 
9  (difficulty  getting  pregnant)  ^  

*If  yes,  how  long  treated?  2 — 1 — No 

type  of  treatment?         TYPE  OF  TREATMENT 

1  Medical 

2  Surgical 

3  Emotional 

4  Other;  Spec  I  f o 

24.  Have  you  had  other  pregnancies  besides  this  one? 

1  Yes*  * 

2  No  '  ' 

*iLKS,  Year?    Type  of  Birth?    {  Llveblnh 

2  Stillbirth 

3 —  - — Neonatal  death 
*                                      4  -Miscarriage 

5  Spont .  abortion 

6-  Elect,  abortion 


CONSIDERING  FAMILY  HEALTH  CONDITIONS... . 


"25.,„  At  thU_poinr,  I  will  read  a  1 
- — ^"conditions  and  want  you  to  to! 
In  your  family.  If  #o,  would 
tell  me  the  number  that  ldenti 
then  turn  the  card  ovor  and  tc 
describes  the.  severity,  the  tr 
or  result  of  the  condition. 

A.  ASTHMA  F. 

B.  ALCOHOLISM  G. 
G.  DIABETES  H. 
I).     EMOTIONAL  OR 

NERVOUS  PROBLEMS  I. 
E.-    EPU^PSY  J. 


3  id 


1st  of  common  health 

I  me  If  auy'hnve  otiurrod 
you  look  at  this  card  .ind 
fles  the  family  menber— - 

II  me  the  number  lli.il  bo* 
eatmont,  and  the  on i come 

HEARING  PROBLEMS 
HEART  DISEASE 
READING  OR  LEARNING 

PROBLEMS 
MENTAL  RETARDATION 
SICKLE*  CELL  (Negro  only) 
-  0.    OTHER  (write  In) 


APPENDIX  5-3  (continued— page  2) 


t^1jllNK!_Sr.  ABWT  ItliS  PHECNANCY  

26.    When  did  yuu  firnt  see  *  doctor  abuut  this  pregnancy? 

1—  — 1st  prenatal  month 

2—  2- 3rd  prenatal  month 

3  4-7th  prenatal  month  , 

4—  - — 8th  prenatal  month 

5— —9th  prenatal  Month 

21,    How  tuny  vUiu  did  vou  make  to  the  clinic  ur  doctor 
"about  .this  pregnancy?-        Q  %  don.t  know 

2K.    How  m.inv  prenatal  elas*  sessions  did  you  attend  with 


this  pregnancy.' 


-I  don't  know 


;yw. v soHK_oyt st  io.\s  ahoit  kiils,  ngvcg_v  rrc.  you  &\y Jiavh 
' iTi.V. 7 1'fR i ?a;*  i h iy  rs a:*  ev .  , . .  " 

29.  Did  you  cak»«  any  p.ills,  drugs,  Dedications,  or  shots 
during  this  pn-*nancy?  }  

2  No 

U  no,  ask!    How  about  Aspirin*    Antibiotics?  Antl- 
hlSCUirlncK?    Vllantas  6  Iron?    Sleeping  PUls? 
Diuretics?    Tranquilizer*?     Anything  else? 

•If  yes.  Indicate: 

30.  Name  of  Diug?    Prenatal  Month?    Uow  often?" 'Why  taken? 

31.  Did  you  saoke  during  this  pregnancy? 

1  -Yes 

alt  no,  proceed  xto  '35.        2- — —No* 

32.  Which  month(s)  of  your  pregnancy  did  you  smoke? 

33.  Chat  did  you  smoke?  1  Cigarettes 

2  Drugs  9 

3-  . — Other;  Specify 

34.  Approxiaately  hov  much  did  you  smoke? 
+  (Number  of  lights  per  day) 


NOW  I  WANT  TO  ASK  YOU  SOME  QUESTIONS  >ABOUT  YOUR  EXPFRIENCE 
IK  LABOR  AND  DELIVERY  

•  35.     First  of  all,  I'm  interested  in  what  you  thought  of 

your  labor  and  delivery  experience  -  what  was  It  like? 

36.  Then,  if  you  would  consider  this  scale  (hand  card)* 
how  would  you  rate  your  reaction  to  the  whole 
experience  of  labor  and  delivery? 

1 —  — -Best  experience  I've  ever  had 

2  Exciting  and  fascinating 

3 —  —Neither  pleasant  nor  unpleasant 
4»— — Unpleasant  or  depressing 

5*- — ^Worst  experience  I've  ever  had' 
6— —None  of  the  above;  Specify 

HOW  THINKING  FOR  A  MOMENT  ABOUT  BABIES  &  YOUNG  CHILDREN  

37.  Do  you  think  babies  are  core  fun  to  take  care  of  when 
(hey 're  quite  little,  or  do  you  think  they're  more 
interesting  when  they're  a  bit  older?  (talking, 
walking,  etc.)  l-~~Vhen  little 

2-  —-When  older 

3  Neither 

4  Both 

*  5— —Other;  Explain 
 ft    ' 1  r   

ALTHOUGH  THIS  IS  YOUR  FIRST  BABY,  YOU  PROBABLY  HAVE  SOME 
IDEAS  OF  WHAT  MOST,  LITTLE  BABIES  ARE  LIKE.    CONSIDERING  THIS 
SCALE  (Hand  card),  WOULD  YOU  CHOOSE  THE  NUMBER  THAT  BEST 
DESCRIBES  THE  AVERAGE  BABY  IN  RELATION  TO  THE  FOLLOWING 
QUESTIONS:  '  ,  — 

38.  Hov  ouch  crying  do_j^pjtJ^^^h<^v«"¥c~^^  docs? 
*-y*s — KoV~"m:uTh  trouble^do  you  think  the  average  baby  has 

in  feeding? 

40.    Hov  much  spittjng  tip  or  vomiting  do  you  think  the  ^ 

 a ve  r  age"  baby  'dmnrr      *  .-r  "  -      — " 


41.  How  much  difficulty  do  you  think  the  average  baby 
has  in  sleeping 

42.  Hov  much  difficulty  doe*  the  avcraf^  baby  have  with 
bowel  novementa? 

43.  Hov  much  trouble  do  you  think  the  avelage  baby  has  in 
settling  down  to  a  predictable  pattern}  of  eating 
and  sleeping? 


WHILE  IT  IS  NOT  POSSIBLE  10  KNOW  H)R  CKR1AIN  WllAT.YOUR 
BABY  WILL  BE  LIKE,  YOU  PROBABLY  HAVE  SOME  NlKAS  OK  WHAT 
YOUR  BABY  WILL  IF.  LIKE...  CONSIDERING  THE  SAHP\SCAI.K, 
WOULD  YOU  CHOOSE  THE  NUMB  EH  THAT  YOU  THINK  BEST;  UtSCH!»ES 
WHAT  YOUR  BABY  WILL  BE  LIKE.  \ 

\ 

44.    How  much  crying  do  you  think  your  baby  vill\  do? 


45.  "  Hov  much  trouble  do  you  think  your  baby  will^  have 

feeding? 

46.  Hov  much  spitting  up  or  vomiting  do  you  think  your 
•    baby  will  do?  \ 

47.  How  much  difficulty  do  you  think  your  Srnby  will 
have  sleeping? 

48.  How  much  difficulty  do  you  expect  your  baby  to' 
have  with  bowel  movements?  \ 

49.  How  much  trouble  do .you  think  your  baby  will  have  in 
settling  down  to  a  predictable  pattern  of  eating  and 
sleeping? 


NOW.  THINKING  ABOUT  WHAT  IT  WILL  -BE  LIKE  AT  HOMh... . .  \ 

50.    When  you  go  home  from  the  hospital,  will  you  have 
an/one  to  help  you  with  the  care  of  the  baby  and 
o'her  household  chores? 


-Yes; 
-No 


Relationship? 


51. 


Are  y.u  satisfied  with  this  arrangement? 

1  Yes 

2  No 


IH  CONCLUSION; 
52 


What  would  you  say  are  your  primary  concerns  at 
this  time,  about  anything? 


53.    How  about  your  husband  or  partner — what  do  you 
think  are  his  primary  concerns  at  this  tine, 
about  anything? 


54.  THANK  YOU  VERY  MUCH... AS  YOU  KNOW,  ONE  OF  OUR  STAFF 
MEMBERS  WILL  WANT  TO  VISIT  YOU  AND  YOUR  BABY  IN 
ABOUT  A  MONTH.     IF  WE  ARE  UNABLE  TO  REACH  YOU  AT 
THE  PHONE  YOU  GAVE  US,  WHOM  MAY  KC  CONTACT  OR 
WH0*IS  A  RELIABLE  PERSON  WHO  WILL  KNOW  HOW  TO  GET 
IN  TOUCH  WITH'YOU? 

55.  ARE  THERE  ANY  SPECIAL  INSTRUCTIONS  OR  DIRECTIONS 
THAT  WOULD  HELP  US  FIND  YOUR  HOUSE? " 


TIME  INTERVIEW  COMPLETED? 


TOTAL  TIME?  (minutes) 
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APPENDIX  5.4 

lhim-l«>wri:  Kir  lit  Name 
Inu-ivlcw  Started:  Date? 


ONlf-HOHTH  FAMILY  ASSESSMENT  INTfRViLW 


Code  #  ? 

Time?  Names  to  uae  during  inUuvIc: 

Mother?    Baby?  Father? 

HdSiSSlViUSL*    A*        rfca^~ y°u  Hlled  out  a  queatlonnalre  during  your  pregnancy,  then  you  were  interviewed  In  the  h« 
plTfll  after ~>'om?  baby  waa  born.    At  this  tine,  I  want  to  oak  you  more  questions  about  yourself  and  how  your  new  bob)  I*  i., 


FIRST  OK  ALL.  YOUR  KEW  BAHY 1 S  NAMK  IS: 

1 .  Katiy'b  Name? 

SINCE        WtkE  SSTERVIEWFD  IN  THF  HOSPITAL,  HAVE  THERE 
BEEN  ANY  CHAKwF.S  IK  1HE  FOLLOWING:     (record  changes  only) 

2.  Your  Name? 

3.  Address? 
A .  Phone? 

S;  *  Marital  Status? 


V'L  AM.  AL50  fNTFRESltD  IN  ALL  THE  PLACES  YOU  LIVED  DURING 
TVS  1 IMK  YOU  UXRF.  PRRGNAST: 

6.    What  was  your  address(s)  from  the  tine  you  became 

_  p  Tenant  to  theLLlmfi^o f^Hpllvgry?     1* — Same  a*  .ibovg 

*T  2 — Other* 

3 — Other*  \ 
-.•Street?    City?    '(State,  if  other  than  Washington) 
Prenatal  Month? 

7%    Po  vou  anticipate  coving  within  the  next  three  months? 

1  Yes* 

?  No 

*How  n*y  we  contact  you?    Kane?  Phone? 

8.    We  realize  that  people  sometimes  do  not  care  or  wish  to 
discus:*  their  income  with  others.    If  you  don't  mind,  * 
would  you  look  at  this  card  and  tell  me  wblch  number  on 
the  card  best  describes  your  total  family  Income  for 
the  past  twelve  rronths  (fron  all  sources)?  * 


^ECAUSiLKlUVRlLaNI£Ri:SUIL-lN_KVLRYONL  WHO  TAKES  CARL  Of 
YOUR  BABY.., 


VI.  AM.  IMLKESTLD  IN  ALL  PERSONS  LIVING  III  YOUR  BABY'S  HOME 
SINCE  1HK  LAST  INTERVIEW  (WHEii  THE  BABY  WAS  BORN)  

d 

9.    Has  anyone  moved  in  or  out  of  your  hose? 

\  1 — Yes* 

2  No 

*If  yes,  relationship  to  child?    Age?  Sex? 


In/out? 


:.OW  MHE  QUESTIONS  ABOUT  YOU  AND  YOUR  NEW  BABY— 

10,  Aftci  you  brought  your  bab;  home  from  the  hospital  and 
ilurinf,  these  past  few  weeks,  what  has  your  baby  been 
like? 

11.  Was  thlh  (situation  that  you  Just  described)  different 


from  what  you  expected? 
M".  wbat  wsy? 


1  Yes* 

2 —  No 


ALT  11**1      li.IS  1^  YOUR  FIRST  MBY,  YOU  PROBABLY  HAVE  SOME 

iui  \  or  v»ui  .*:o£r  little  babies  are  like,  considering  this 

SCAIfc  O.and  card),  WOULD  YOU  CH00SEJHE- NUMBER- THAT  BEST 
OhbCKlLiS  "Ihr  AVLRAGF.  BABY  ItrKEtATlbli  TO  THE  FOLLOWING 
_QUESTIONS? 

Broussard  Scale 

1--- — None 

'      2-  Very  Little 

3-  Moderate  Amount 

A  A  Good  Bit 

5  A  Great  Deal 


12. 
13. 


15. 


16. 


17. 


IV.  c4uch  crying  do  you  think  the  average  baby  does? 

How  ouch  trouble  do  you  think  the  average  baby  has  in 
feeding?  * 

How  much  spitting  up  or  vomiting  do  you  think  the  avcr- 
ai»e"lijty  does? 

IVw  r<n.h  difficulty  do  you  think  the  average  baby  has 

1»  u\ ceplng? 

J.  -  much  difficulty  does  the  average  baby  have  with 
bowel  movements? 

H»-w  much  trouble  do  you  think  the  average  baby  has  in 
•ettllng  down  to  a  predictable  pattern  of  eating 
and  sleeping? 


ERIC 
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YOU  HAVE  HAD  A  CHANCE  TO  LIVE  WITH  YOUR  BABY  ABOl'l  A  Mu\Ui 

NOW  USING  THE  SAME  SCALE,  WOULD  YOU  CHOOSE  THE  M.MI.1L 

THAT  BEST  DESCRIBES  YOUR  BABY  IN  RELATION  TO  THE  FOLLOW  1:.C 
QUESTIONS: 

18.  How  much  crying  has  your  baby  done?  *  x 

19.  How  much  trouble  has  your  baby  had  feeding? 

20.  How  much  spitting  up  or  vomiting  has  your  baby  done? 

21.  How  much  difficulty  has  your  baby  had  In  sleeping? 

22.  How  much  difficulty  has  your  haby  had  with  bowel 
movements? 

23.  How  much  trouble  has  your  baby  had  In  settling  down 
to  a -predictable  pattern  of  catlnp.  and  sleeping  J* 


2A. 


25. 


26. 


Who  takes  care  of  him/her  most  of  the  time? 

1  --Mother 

2  --Father 

3  Other* 

♦Relationship? 

How  much  would  you  say  your  husband  or  partner  does 
in  connection  with  Caking  care  of  the  baby?  (Hand 
card  with  Broussard  Scale) 

1  None  % 

2  Very  Little 

3  Moderate  Amount 

4  Good  Bit 

5  A  Great  Deal 

Which  of  the  following  activities  does  your  husband 
or  partner  do  In  connection  with  taking  care  of 
the  baby?    (Read  list.    May  record  nore  than  one) 


— Changing  diapers 

—Feeding 

— Bathlrg 

—Playing 

—Other* 

• -Ncne  *Descrihs 


27. 


28. 


29, 


30. 


31. 


Does  your  baby  like  for  you  to  spend  time  with  hi:a/her 
besides  th^  time  that  you  usually  spend  feeding, 
diapering,  etc.? 

0  I  don't  know  s 

1  Yes*  • 

2  No   

*If  yes,  what  do  you  dodur Injut his- time?  "Length 
of  tlm^eJ^J^ber-Trf^Trrmes  per  day? 

What  thlng(s)  arc  you;  helping  your  baby  to  learn  at 
this  time?     (Do  not  read  list) 

0  1  don't  know 

1  Nothing 

2  Smile 

3-  Head  control 
A — His/her  name 

5 — Other*  *Descrlbc  - 

Some  babies  seem  to  enjoy  cuddling  a  lot;  others  do  not 
care  to  cuddle  at  all.     (Show  card  with  Broussard  5r.il* i 
Considering  this  scale,  would  you  say  your  baby  ciJdUs 

Has  she/he  always  been  this  way?    1 — -Yes 

2 — No* 

*Could  you  explain 

Considering  this  scale  (show  card  with  Brou*«;.ird  »..j*!eK 
would  vou  *;av  that  vou  cuddlo  and  *iJnc  t<*  v«»«ir  1  i' 


■tc., 


NOW  LEI'S  -l-AbK-ABuUt-^KVrNerr:  ;  

32.  How  do  you  feel  about  your  baby's  crying? 

33.  What  do  you  do  when  she/he  cries? 

1—  — Depends  on  type  of  cry  (handle  accordingly, 

2 —  Let  her/him  cry 

3—  -Never  let  her/him  cry;  pick  up  lmmecll.it  uly 
A  Other*  * 

•Deacribe 

3A,    About  how  long  do  you  usual.ly  wait  (before  ymi  to  to 
her/him  obout  hlu  crying)?    (Record  0  of  ml  nut  -i) 


APPENDIX  .5.4  (continued-page  2) 

nyvc  irMPFRAMENT  CHARACTERISTICS 

VE*KN0W  THAT  BABIES  DIFFER  IN  THE  WAY  THEY  GET  ALONG  WITH 
OTHERS  AND  ADJUST  TO  THEIR  SURROUNDINGS.    AT  THIS  POINT  I 
VOUU)  LIKE  TO  ASK  WU  SOKE  QUESTIONS  ABOUT  WHAT  YOUR  BABY  IS 
LIKE    HOW  SHE/HE* IS  A6aPTING  TO  HER/HIS  ENVIRONMENT,  FIRST 
OF  ALL   (Te«peram«nu  ire  in  parcnthesea  at  the  begin- 

ning of  each  question.    They  are  not  a  part  of  the  question, 
but  for  your  information)        -  •  ■ 

35.  ( Physical  Activity)    I  would  like"  you  to  describe  your 
baby1!  physical  movements  or  activitiea  during  alcep, 
diapering,  and  bathing  (record  apccifit  behaviors, 
i.e.  hcnd  turning,  kicking,  squirming,  arm  and  leg 
movements),    a.    Sleep;  b.    Diapering;  c.  Bathing. 

36.  In  thinking  about  your  baby's  physical  activity,  would 
you  say  that  most  of^he.  time  she/he,  ia  (read  acale): 

1  Highljr  active 

2  Moderately  active 

3 -  Mildly  active 

37.  (RhythmlcltyJ  Can  you  count  on  your  baby  following 
approximately  the  same  feeding  schedule  every  day? 

1  Yes 

2  No 

3  Some  tinea 

^     38.    How  about  the  sane  sleeping  achedule? 

1  Yes 

r,     *  2  No 

3---Somc times 

39.    Do  you  have  any  concerna  at  this  time  about  your 

baby's  alcep  habits?     j  Ye8*  0 

2  No 

*If  yes,  please  explain 
AO.    In  regard  to  being  regular  or  predictable,  would 
you  say  that  your  baby  is  (read  list): 

1  Regular  aa  clockwork 

2  Variable,,  haa  a  regular  pattern  but 

occasionally  deviates 

3  Irregular,  never  know 

41.  (Approach-Withdrawal)    What  docs  your  baby  do  when 
*     she/he  sees  something  "new"  (she/he  hasn't  seen 

before)?    (Do  not  read  code) 

1 -  -Stares  or  Just  looks 

2  Cries,  fusses 

3  Turns  head  or  looks  away 

4-  — Increases  body  movements  or  activity 

5  No  reaction 

6-  -Other* 
♦Describe   

42.  How  about  strange  people?    What  does  he  do? 
(Use  code  from  41) 

43.  How  about  a  new  place?    (Use  code  from  41) 

44.  Would  you  say  your  baby  more  often  accepts  new  things, 
or  would  you  say  he  more  often  withdraws  from  new  things? 

1 -  -Accepts 

2  Variable 

3  Withdrawa 


4b. 


46. 


47. 


"48, 


49. 


ERIC 


(Adaptability)    How  about  changes— wnat  does  your  baby 
do  if  there  is  any  change  in  his  environment  or  sur- 
roundings, and  about  how  long  does  it  take  her/hin  to 
adjust  or  adapt  (get  used  to)  to  the  change?  (Record 
specific  behaviors) 

How  about  a  change  in  the  type  or  time  of  her/hia 
feeding?    How  long  does  it  take  her/him  to  adjust  or 
adapt'?     (Record  specific  behaviors) 

How  about  a  change  "in  sleeping  arrangements  or  rou- 
tines?   How  long  does  it  take  her/him  to  adjust  or 
adapt?  ,y 

Wou^you  j|y  that  most  of  the  tine  your  baby  adjusts 
an<S  gets  used  to  change,  or  would  you  say  that  she/he 
usually  has  difficulty  adjusting? 

1 —  -Generally  adaptable 
,         2 — Variable 

3-— Generally  slow  to  adapt 

.(Intensity  of  Reaction)  In  regard  to  the  intensity  or 
loudneea  with  which  your  baby  cxprcases  her/himself 
and  lets  you  know  her/his  feelings,  ia  she/he  usually 
uiic  loud,  or  is  she/he  usually  soft  and  quiet? 
1' —  Generally  intense  and  loud 

2 —  Variable 

3—  Generally  quiet 


51.  (DUtractlhllUy)  Some  children  are  eaaily  distracted  m 

from  whnt  tliey  are  doing— othera  are  not.    If  your 
baby  were  in  the  midst  of  aucking  a  bottle  or  breaat, 
what  would  she/he  do  if 'she/he  heard  •  aoynd  or  if 
another  person  came  by? 
1— Continue  aucklng 
,  *      2 — Variable 
'      3 — Stop  sucking 

52.  In  general,  would  you  aay  your  baby  ia  eaaily  distracted 
from  sn  activity,  or  usually  not  distracted  at  ail? 

1—  Easily  diatracted 

2—  Variable   

3—  Not  distracted 

53.  (Threshold  of  ResponsivcneaaX    How  docs  your  baby  react 
to  loud  noises?    (Do  not  read  code;  may  record  nore 
than  one  number) 

1-  — Startle  or  Jump 

2—  Cry  or  fuss 

3  Turn  to  the  noise 

4—  -Open  eyes,  become  more  alert 

5 — --No  reaction 

6  Other*  *De scribe 

54.  In  general,  would  you  say  your  baby  is  very  sensitive 
to  most  .noises*  or  that  she/he  doesn't  pay  much  .men- 
tion to  most  noises? 

1—  Very  sensitive 

2 —  Moderately  sensitive 

3  Mildly  sensitive 

55.  (Quality  of  Hood)  How  can  you  tell  when  she/he  likes 

something?    (Do  not  read  code') 

1 —  Smiles,  laughs 

a  „  2 — -Cries,  turns  away 

3— Other*  *Describe 

56.  How  about  when  she/he  doea  not  like  something? 
(Record  code  from  above) 

57.  How  would  you  describe  your  baby's  mood  most  of         m  . 
the  time? 

*        i — -Happy,  contented 

2 —  Variable 

3 —  Unhappy,  discontented 

58.  (Persistence  and  Attention  Span)    Would  you  say  your 
baby  usually  sticks  with  something  she/he  is  doing 
for  a  long  tine  or  only  a  few  moments  (other  than 
eating  and  sleeping)  

1- — Long  t  ime   " 

-2*iS?=VaTIabTe 
3 — Momentarily 
In  regard  to  your  baby's  persistence  and  attention  span, 
would  you  describe  a  time  when  she/he  has  stuck  with 
doing  something  for  a  long  time?    Describe  the  activity, 
and  estimate  the  lcnf.th  of  time  in  nlnutes.  


DECISION  MAKING.    NOW  I  WANT  TO  ASK  YOU*  A  KLW  qUKSTlONS  ABOUT 
WHO  HAKES  SOME  OF  THE  DECISIONS  IN  YOUR  FAMILY... 

60*  First  of  all,  I'm  wondering  who  makes  the  routine  de- 
cisions concerning  the  baby,.  (For  example,  decisions 
about  the  baby's  feeding  and  sleeping  routines,  etc.) 

1  Joint 

2  Mother 

3  Father 

.  .   s       4  Variable 

5— Other*  *Explain 

61.  How  about  other  decisions  that  may  be  more  important 
concerning  the  baby.    For  example,  calling  the  doctor 
o.r  deciding  on  a  babysitter.     (Record  from  code  above) 

62.  What  about  decisions  in  the  home  not  concerning  tbc 
 hahy,  v-ho  mikes  thoso  decisions?     (Rerord  fron  code  qboye^ 


NOW  A  FEW  QUI.ST'ONS  AbOUT  YOUR  AND  YOUR  HUSBAND'S  OK 
PARTNER'S  SIMILARITIES  AND  DIFFERENCES..^ 

63.  How  much  alike  are  you  and  your  husband  or  partner? 

0  1  don't  know 

1—  Very  much. alike 

2 —  Alike  In  some  ways 

3 —  Not  at  all  alike 

4—  Other*  *Describe 

64,  In  what  ways  are  you  different  from  each  other? 
(If  no  dlffcrcncea,  proceed  to  066) 
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65. 


66. 


67. 


APPENDIX  5.4  (continued— page  3)  . 

With  raapact  to  Che  difference*  you  have  Juat  described, 
would  you  rathar  have  your  baby  bt  like  you  or  your 
huaband  or  partner? 

0—  - 1  don't  know 

1—  rHother 

2—  Huaband 
•   3-— Both 

4— Jlaithar  j 

How  euch  would  you  sey  you  and  your  husband  or  partner 
agree  on  child  rearing  or  how  to  raiae  your  baby? 
(Hand  card  i  1th  Brousssrd  Scale) 

Taking  everything  together,  how  do  you  feel  about  your 
carriage  or  your  present  relationship  and  living 
arraugc^*nt?    (Read  code) 

1  Satisfied 

2—  Relatively  aatlsfled 


V--ni5Satisfted 


ERIC 


MOTHER'S  TEMPERAMENT  CHARACTERISTICS:     I  have  asked  you  uany 
questions  about  youraeli  and  your  new  baby.    At  this  point, 
1  would  like  to  know  nore  about  you.    I  will  read  sose  des~ 

cripMonsv^traitST-or-characteristics^-and-let-you-tcll-ne  

which  category  best  describes  you. 

68.  (Activity  Level)    Considering  the  amount  of  physical 
activity  or  aoveoent  during  mcaltice,  sitting  (T.V., 
reading),  sleeping,  etc*,  would  you  say  that  your 
activity  if: 

1  High 

2-  Medium 

3  Low  \ 

69.  (Rhythalclty)    Considering  your  regularity  In  sleeping, 
eating,  etc.,  would  you  say  that  you  are: 

Fairly  regular 

2 —  Variable 

3—  Fairly  Irregular  * 

70.  (Apo  roach-Wit  till  rawal)    Considering  your  responae  to  most 
naw  things,  would  you  say  your  Initial  (first)  reaction 
to  new  things  is: 

1 —  —Accepting 

2 —  Varlsble 

3—  Withdrawing 

71*     (Adaptability)    In  regard  f      change  in  your  routine  or 
schedule,  would  you  say  th*.    you  ate: 

1 —  ^Generally  adaptable 

2 —  Variable 

*  3. — Generally  slow  to  sdapt 

72*     (Intensity  of  Response)    Regarding  intensity  or  amount 
of  ec*>tion  with  which  you  respond  to  oost  situations, 
would  you  say  that  you  are: 

l~ Censraily  Intense  or  emotional 

2  Variable 

3—  Mildly  intense  or  uootional 

73.  (Distract ibil ity)    Would -yoi  say  that  yoi\  are  easily 
di6tiscted  or  not  ao  easily  distracted? 

*     1— -r.aaily  distracted 

2  Variable 

3-  — Sot  easily  distracted 

74,  (Threshold  of  Response)    In  general,  would  you  say  you 
sre  highly,  sensitive  to  most  noises  or  only  oildly 

'sensitive? 

1-  Highly  sensitive 

2  Variable 

3  Mildly  sensitive  / 

75.  * (Mood),  Considering  your  Rood  cost  of  the  tide,  end  in 

most  situations,  would  ycy  say  that  you  sre: 

1 — -Generally  positive 

 2-— Variable   ~  —   * 

3-— Generally  negative 

76,  (Peraiatence  and  Attention  Span)    Considering  your  per- 
sistence and  attention  span,  would  you  say  that  you 
are  usually: 

1—  *-Per a istent 

2 —  Variable 

3—  Hot  peralatent      „   -  - — 


HOW,  SO  THAT  WE  HAY  KHOW  MORE  A^OUT  .WHAT  YOU  HAVE  BEEN 
EXPERIENCING  AND  WHAT  THINGS  ARExM0ST  OH  YOUR  HIND  AT.- 
THIS  TIKE...  \ 

77.  What  would  you  aay  are  your  primary  concerna  about 
anything?  \ 

78.  What  would  you  asy  are  your  husband 9 a  or  partner's 
conceraa  at  thla  tlae  about  anything? 

79.  In  conclualon,  I*«  wondering — how  do  you  feel  about 
being  a  ©other? 

80.  Do  >ou  feel  these  questions  allowed  you  to  give  me  a 
pretty  good  idea  of  what  your  baby  is*  like? 

0—  1  don't  know 

1 —  Yes  v 

2 —  Ho 

y    *If  no,  whst  else  would  >ou  like  to  tell  ne  about • 
your  baby  at  this  time?  ♦  ,  * 


TIKE  INTERVIEW  COMPLETED  

TOTAL  TIME  Minutes 


A.M. 
P.M. 


V 
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APPENDIX  5*5 


tm.ivptsm  or  Washington 

School  of  Nursing  » 
MURSIttC  CHILD  ASSESSMENT  PROJECT 


POUR-  AW)  EICKT-'rtONTH  FAMILY  ASSESSMENT  INTERVIEW 


•»   Interviewer:  * 

Date  and  time  interview  started: 
Interview:    4  -  ,8  month 


j  mon 


Project  Code  Number 

(4  month)  Croup  Health  Nuaber 


INTRODUCTION:    THE  QUESTIONS  I  WILL  ASK  YOU  TQ-AY  ARE  SIMILAR  TO  THF  ONES  YOU  WERE  ASKED  DURING  THE  LAST  VISIT..  THIS  IS 
BECAUSE  VE  KNOW  THAT  CHILDREN  CHANCE  A  GREAT  DEAL  AS  THEY  CROW  AND  DEVELOP  AND  ALSO  THAT  YOU  AS  A  PARENT  ARE  HAVING 
DIFFhRKNT.  EXPERIENCES \FROM  DAY  TO  DAY.    THEREFORE,  WE  WANT  TO  LEARN  AS  MUCH  AS  WE  '\N  FROM  YOIT  ABOUT  WHAT  YOUR  CHILD 
IS  LIKE  AT  THIS  ACE  AND  WHAT  YOU  ARE  EXPERIENCING  AS  A  PARENT. 


FIRST  OF  UL  FOR  OCR  RECORDS; 

1.  Since  our  laat  visit,  have  there  been  any  changes  in 
your  nane?    Address?    Phone  Number?  or  Marltsl  Ststus? 

2.  .  How  about  changes  in  the  numbers  of  persons  living 

in  >our  home  —  has  anyone  moved  "in  or  out'*  since 
the  last  visit?    (For  3  or  taore  dsys) 

■  1--— yCS* 

" 2-- — no 


*1F  YES,  ASK:    Number  of  adults?    children?  length 
of  atay?   Then  aak,  What  effect  did  this  hsve  on 
your  child?  '  ^ 


NOW  THINKING  ABOUT  YOUR  CHILD-V 

3.  During  these  past  few  moattie,'  since  our  last  visit, 
what  haa  he  bean  like?  ^ 

NOW  ABOUT  YOU— 

4.  What  haa  it  been  like  for  you.  theae  past  few  months? 


NOW  SOME  QUESTIONS  ABOUT  YOUR  AND  YOUR  FAMILY'S  HEALTH-* 

FIRST  OF  ALL:   

5V  Could  you  tell  me  a  little  about  your  heslth  — 

(*  co»  "since  your  child  wss  born?)" 

(6  mo.  "since  the  last  visit?)11 

£  *»  1  * 

o.    Are  you  or  hsve  you  been  under  a  doctor's  csre  (during: 
this  time)? 

1  yes  (regulsr  checkups  only) 

2  yes* 

3  no 

*TF  YESi  ASK:    For  whst  resson?    snd  r/octcd  to  #8. 

7*    IP  N°  (not  under  a  doctor's  Care),  do  you  feel  you 
should  be  under  a  doctor's  csre? 


1  yes* 

2 —  -no 


*IF  YES  ASK:  WHY? 


Considering  whst  you  have  just  described  would  you 
consider, your  overall  general  health  to  be:     (read  list) 

1— — very  good 

. .  2  good 

"  3~r— fair* 

"  4— —poor* 
*Comaents  if  different  from  information  above. 


NOW  SOME  QUESTIONS  ABOUT  YOUR  HUSBAND'S  HEALTH-- 
9*    Is  he  undc?  a  doctor's  csre  at  the  present  time? 

1  yes  (regulsr  checkups  only) 

2  yes* 

3-  —no 

4  1  don't3know  . 

*IF  YES,  ASK:    for  what  rasson?  and  proceed,  to  #11 

IF  $0k  ASK:  Do  you  feel  he  should  be  under  a  doctor's 
care? 

 —    yee*^  

2— —no  > 

i 

IP  YES. 'ASK;    Why?  /     '  ■ 

v  / 

11.    Would  you  consider  his  oversll  genersl  heslth  to  be: 
(rVad  Hat)      ~"  f 

1—  — very  good 

2—  — -good 

3—  —fair* 
-  poor* 

5-  — -I  don't  know 


xplaln? 


NOW  CONSIDERING  YOUR  CHILD'S  health— 

12.    Is  he  under  s  doctor's  care  at  the  present  time? 

1 — -yet  (regulsr  checkup  only) 
!«  .  2  yes* 

|  3  no  > 

i 

*^IF  YES,  ASK:    for  what  reason?,  snd  proceed  to  #14 

—13. — IF-NOr-ASK: — Do-you~fe*l  -he-should-be-under-a-doctor-'s^ 
csre?  / 

1  yes* 

2- ~n 


14.    Wou  .d  you  consider  his  overall  ganersl  health  to  be: 
(read  list)'  /  . 

\m  i  very'good  ^  * 

2—- good 

'  3  fair*  %  " 

4— -poor* 
*Could  you  explain?  ' 


15  -  20.  ' 

AT  THIS  POINT.  I  WOULD,  LIKE  TO  KNOW  ABOUT  ANY  ILLNESSES 
OR  CONDITIONS  YOUR  CHILD  HAS  HAD  (4  mo.  "since .birth"; 
8  mo.  "since  last  Interview).    Using  this  card,  plesse 
tell  me 'the  number!  that  describes  the  Illness.    For  each 
Illness  the  mother  identifies,  record:    age  of  child  when 
lllneea  occurred,  then  uae  the  printed  curd  to  record 
SYMPTOMS",  TYPE  OF  CARE,/  EFFECT  Of  ILLNESS  ON  THE  CHILD, 
AND  DURATION  OP  THE  EFFECT.  * 

'  1— allergy  problems      5— —flu 
,  2  ssthma        /  ,  6  infectlona 

3-  —-colds  7  rashes 

4—  —colic    g— _iny  other  Illnesses  or 

conditions 

TT  ILLNESSES:  .  4  : 

21.    During  the  time  your  child  was  sick,  whst  wss  it 
like  for  you?  \ 


\ 


22.    NOW  THINKING  F0E"X  MOMENT  ABOUT  ACCIDENTS  ANu  INJURIES: 
CHILDREN  SOMETIMES  GET  INTO  THINGS  AROUND  THE  HOME 

THAT  RESULT  IN  ACCIDENTS  OR  INJURIES           Hss  your  child 

hsd  any  accidents!  or  injuries  (4  mo.  "since  birth") 
(8  mo.  "since  tnaj last  interview")? 

ih--y"  _ 

9  2— —no 

l 

IF  NO,  ASK:    How  pbout... 

Falls?    (from  furniture,  stairs,  .or  dropped  by  someone) 
Ingestions?    (drugs,  poisons,  sosps,  objects) 
Burns?'    (hot  water,,  coffee,  clothing,  electrical) 
Car  accident?    (struck  by  or  fall  inside  of) 
Near  drowning? 

Other?    (sny  other  thing (s)  thst  might  have  happened 
to  cause  Injury  to  your  child?) 


23  -  25.  — 
IF  YES,  record:  • 

a.  -Kind-of- injury- (burned  hand,  head  injury) 

b.  Age  of  child  when  accident  occurred 

c.  Exactly  what  happened 

d.  Time  and  place  of,  accident 

e.  Type  of  care  (from  printed  card) 


f.  Effect  of  accident  on  child  (from  printed  card) 

g.  Duration  of  effect  on  child  (from  printed  card) 

26..    IF  ACCIDENTS: 

In  thinking  about  theae  injuries  that  have  happened  to 
your  child,  how  did  they  Effect  you? 


5g£ 


APPENDIX  5,5  (continued-page  Z] 

QUESTIONS  ABOUT  YOUR  CHILD'S  CARE; 
2/.    UWtakea  care  of  hla  robt  of  the  tlae? 

L  , 

1  mother  * 

2  father 

3-  —other*  •         »  « 
*Xelationship?                                 -  e 

:3.    How  eiuch  would  you  aay  your  husband  doca  In        '  ' 
connect io  .  with  taking'care  of  your  child? 
(read  list) 

,  1  none  ' 

2-  very  little 

3  aoder.ite  aaount 

A  ^  £00<j  b|t 

*        '  5  a  great  deal 

29.  Is  he  >!oir.g  as  cuch      .you  feci  he  should  be 
doing?    (In  connection  with  taking  cere  of  vour 
child?)  ~~ 

.t  .  #        l  yes 

2-j— no*  ■ 

♦iVuld  you  explain? 

30.  Mt n  .socotioes  get  more  involved  in  *  child's  care 
as  a  child  gets  older.  What  specific  things  does 
_i*iur_liu£i> *nd_d o_v.Lth_yo_ur_ch tld_£ t_i hi u _a gc  ?    .  V  


31. 


32. 


(.May  record  core  than  one  answer), 

1-  — diapering 

2  feeding 

3  bathing 

A  playing 

«        5— — sooth/coaf  ort " 

6—  —nothing  « 

7— :.- other*  * 

*t7escrlbc 

/ 

'What  are  sose  of  the  things  your  husband  Is  helping 
your  child  to  learn  at  this  time? 

*  ■ 

Considering  all  the  things  your  husband-  does  with 
your  child,  approxlnately  how  ouch  tiac  would  you 
say  he  spends  with  your  child  each  day?      ^  • 

?  1— — -none  * 

2 — —I  don't  kno>r 


NOW  THINKING  FOR  A  MOMENT  ABOUT  YOUR  TIME  WITH  YOUR  CHILD- 
33.    What  things  does  your  child  like  for*  you  to  do  with 
htn  besides  feeding,  diapering,  etc.*  '■ 
(Record  activity,  length  of  time,  and  nuabcr  of 
'    .    tiaes  each  day.) 
^  ,        *  * 

3*.    How  about  when  you  are  busy  with  other  things?  — 
Dock  he  scea  to  need  aorc  of  your  time? 

v  1  yes* 

*  ,  2- — no 

'  *  3  variable 

*IF  YESj  ASK:    How  do  you  handle  the  situation? 

J5.,   What  things  arc  you  helping  your  child  to  learn  at 
this  tice? 


CKlltt'T:.  MAY  BE  INFLUENCED  BY  V.MANY  THINGS  AS  THEY  GROW 

36.    Could  \ou  tell  ae  one  thing  (person,  object,  or 

situation)  that  you  feel  has  influenced  your  child 
the  oost  to  this  point  in  his  life?    What  is  it 

*       *bout  that  has  Influenced  your  child? 


JIST  AS  CHILDREN "MAY  BE  INFLUENCED  BY  MANY  THINGS,  WE  ALSO 
-  5KOW  THEY  DIFFER  A  GREAT  DEAL  IN  THE  WAY  THEY  GET  ALONG 
WITH  OIl'LKS  AND  ADJUST  OR  ADAPT  TO' THEIR  SURROUNDINGS. 
,\T  THIS*  PO  1*17  I.  AM  INTERESTED  IN  EXACTLY  WHAT  YOUR  CHILD 
i«AS  BEKN  DOING  AND  WHAT  TH1KGS  YOU  HAVE  LEARNED  ABOUT  HJM 
7h£Sr  i  Ai>T  FEW  MONTHS,    (Tcapcraacnts  arc  in  parentheses 
•it  tiie  beginning  of  each  question  as  a  point  of  reference 
o:-ly.) 


■J- 


37. 


38. 


ERIC 


(Physical  Activity)    I  would  like -for  you  to  describe 
your  child's  physical  novemcnts  ok  activities  during 
slcpprnJurTng  diapering,  and  during  bathing,  (record 
s^etltic  behaviors,  i„e.,  head  turning,  kicking,  arm 
'and  leg  aovoacnt,  etc.  ^  4 

a.  -sleep        b.    diapering         c.  bathing 

In  thinking  about  your  child's  physical  activity, 

would  you  say  that  ooat  of  the  tiae  he  la   

(read  list) 

1  highly  active 

2 —  -sodcratcly  active 

3 —  -»ildly  active  * 


39.  (Rhythmic! ty)  Regarding  regularity,  can  .you  count  ; 
on  your  child  following  approximately  tbo'aase  deeding 
schedule  every  day?v    -  " 


I* 


,  1  yet 

.  2—' — no , 
3  spsetlaaa 


AO, 


How  about  the  cane  sleeping  schedule? 
■     H  .     •            .  ■  <, 

'   1  yes, 

2  no*  ' 

'     \  3- — aooet  ircea 


41.    Co  you  hdvf  any  concerns'at  this  ticu  about  your 
•  child's  deep  or  sleep  habits? 


—yes* 

— no 


MF  YES,  explain 


A2.    In  regard  to  being  regular  or  predlctaMc,  wculd  you 
say  that  yc%r  child  it?  —  (read  list) 
*     '  f 
— regular  an  clockwork  * 
_  ^2— -variable     «t  -  - 

3- — -ir regular  **  • 

A3.    (Approach-withdrawal)    Considering  the  way  children^  • 
rca.-t  to  "new  things",  vhst  does  your  child  do  when 
he  sees  something*  "new"  that  he  hasn't  seen  b*f<<re?  * 
(do  no£  read  list)  '  * 

1— stares  or  Just  .looks 
**        '  2-—  -caries,  fusses  #,    '  •     '  K 

3— turns  or  looks  away  ' 
A— —increases  body  movements  cs  * 
„  activity 

5—  no  reaction  **" 

6- V — other* 
*Dcscribe  , 

AA.    Nov  about  strange  people?    Wha>  does  he  do?  (record 
froa  above)  '  ", 


AS. 


How  about  a  strange  or  net*  place?  What  docs  he  do? 
(record  froa  list  above) 


A6.    Considering  your  child's  reaction  to  nost  new  things, 
would  you  soy  he  Is:  f  * 


■•1— 
.  2— 
3— 


—accepting 

—variable 

—withdrawing 


A7. 


A8. 


A9. 


50. 


51. 


(Adaptability)  How  about  changes?  What  doijs  year 
child  do  if  there  is  any  change  in  his  environacnt 
or  surroundings?  an!  «bout  how  long  does  it  take 
him  to  adjust' and  get  used  to  the  change?  Srecord 
specific  behaviors;  exclude  sleeping  and  feeding) 


What  docs  he  do  when  there  .is  a  change  in  ihc  type 
of  food  he  is  given tor  a- change  in  the  tine  of  eating? 
About  how  long'does  it  take  hia  to  adjuster  adapt? 
(record  specific  behaviors) 

What  does  he  do  vhen  there  is  a,  change  in' sleeping 
arrangeaents  or  routines,  and  how  long  d^es  i'c  take 
hie  to  getAjscd  ^o  the  change? 


Would  you  say  that  cost  of  the  time 


/ 


child  Is./. 


your^ 

1  generally  adnptatfu- 

2  variable  j 

*  3  generally  slow  to  'adapt 

(Intensity  of  Reaction)  In  regard  to  /he  Intensity 
or  loudne»j>  with  which  your  child  expresses  hiasclf 
and  lets  you  know  his  feelings,  Is  he j.  .* 

*  1  generally  intensn  and  loud 

2  variable  0i 

3-  ™generally  quiet 


52, 


(Distractibility)    Soae  children  ar<»f;easily  dintractcd 
f:oa  what  they  are  doing,  others  arc/  not.    It  your 
child  was  hungry  and  fussing  or  crying  while  you  were 
preparing  his  food,  could  you  distract  hia  ai.d,"stpp 
hi»  fysslng,  or  vould  he' not  be  dlctraeted  and* continue 
to  cry?  ^  9       j  , 

r\  fc,  «  1  "ally  distracted  .  . 

.■ih^                     2— —variable  / 
iUVV  3  not  eaaliy-diitractcd 


APPENDIX  5;  5  (continued— page  3)* 

FOUR-  AND  EIGHT-MONTH  FAMILY  ASSESSMEKT  UTTER  VIEW  (Cont.) 


53.    Regarding  dlscractiblllty,  would  you  aay  that  your 
child  Is  ....(read  list) 


1  aaally  dlatracted  ' 

2~— variable 
+  3  not  aaally  dlatracted 

54.     (Three  ho  I'd  of 'Responsiveness)    How  doee  your  child 
react  co  loud  noises?    (do  not  reed  Hst;  **/  record 
oore  than  one  nuaberj*  *  •* 

I  startle  or  Juap 

"?  ~ 2— \-- cry  or  fuse  * 

3—  --turn  to  -noise 

4—  „.-n0  reaction  %  * 

5—  — other* 

•Describe 


55.    In  general,  wCuld  you  aay  chat*your  child  Is., 
(read  list)  co  most  noUes? 

t    i  '  **  •  1  very  sensitive' 

2-  moderately  sensitive 

*  .    .  3  tclldly  sensitive 


C 


56.  .(Mood)    How  can  you  cell  when  your  child  really 
*llke«  aoaethlng?   *hac  does  he  Jrfo?  w 

57.  '.Hov  uSout  when  he  does  not 'like  goaethlng? 

What  does  ha-jdo?  *' 
*>*.  *  *  "  ' 

58.  Kov  would. you  describe  your  chili's  asod'wost  of 
the  time?   '(read  list)  • 

'1  happy t  contented 

2—-  variable 
'  3-—- unhappy  ,k  dltcontented 

*  ^  1 

59.  •  (Feralscance  and  Attention  Span)    Would  you  aay  . 

your  child  usually  sticks  with  eosethlrg  he  la 
, '    doing'-  •  •  ■  (read  list)  (other  than  eating 
and  aleaping)? 


66,   Do  you  feel  theae  (Jueatione  allowed  you  t«>  give 
a*  a  pretty  good  idea  of  what  your  baby  la  Ilka? 


•Cdiaente 


1-  — yea 

2  no* 


TIKE  INTERVIEW.  COKPLETCO 
TOTAL  TIME  * 


f,M. 


JMNUTES 


1-  -— long  tine 

2-  1— variable  • 

3  —-eiooe  « t  a  r  1 1  y 


60.    In  regard  to  your  chlld's.nersl sconce  and 

actentlon  span,  would  you  describe  a  time  when 
he  has  stuck  with  doing  some thing  for  a  long  tine? 
Deecrlba  the  activity,  and  estimate  the  length  of 
else  in  nlnutaa. 


-     I'VE  ASKED  YOU  MANY  QUESTIONS  ABOUT  YOUR  CHILD.    AT  THIS 
TIME  I'M  INTERESTED  IN  YOU  AND  YOUR  CONCERNS, ... 
FIRST  OF  ALL.  ,  ■  •  *  _ 

61.'    I'a  intereated  In.  now, you  feel  about  being  a  Bother? 


V, 


"62.;   Is  thls-vhat  you  expected  to  feel? 

1  yes* 

A'      • '  2-  no* 

~  * In -what  way?  or  could  you  explain? 


IK  C0XCLUS10H-- 

63.  What  would  you  aay  "are*  your  prleary  cor.cerna  at 
this  tine /about  anything? 

64.  What  would  you  say  are  your  husband's  primary 
concarna  at  thla  time  about  anything? 


SOW.  SO  THAT«>VE\HAY  BE  SURE  WE  HAVE  SOT  LEFT  ANYTHING* 
OUT.  OR  THAT  VE  HAVE  NOT  OVERLOOKED  SOMLTHISG  THAT 
MIGHT  It  IMPORTANT  JO  YOU  AND  YOUK  Ci*LD.  r. . . 
65.     Is  chere  anything  cUe  you  would  like  to  ceU  ce 
t    abput  youraelf ,  your  hooee  or  your  child,  that 
would  be  hclpful.;to  us  In  learning  tnore  about 
 .children  at  Shis  age? 


1  yea* 

2*  no 


*Cocsaents- 


ERJC 


I 


.) 


i 


3'5S 


APPENDIX  5.6 


UNIVFRSITY  OF  WASHINGTON 
School  of  Nursing 
NURSING  CHILD  ASSESSMtNT  PROJtCT 

TWFLVE-HONTH  FAMILY  ASSESSMENT  INTERVIEW 


Interviewer /Co- Invest  1 gator 
D.ite"4-l  ire  Interview  Conducted 


Project  Code  Number 


KtW  Cf  ALL  FOR  OVK  KFCORDS: 

I.  5ir.ee  the  , last  visit  have  there  bee.  any,  ch.mp.es 
in  your  name?  address*  phour'1  or  uantal  status? 
'Uecord  c&a-.ige*  only) 

^.    how  alvout  changes.  In  ti.e  nir.bcr  of  persons  living 
tn  your  hore  —  has  an>cne  coved  "In  or  out'*  since 
the  last  visit/    (for  J  or  more  d.i>s) 

1 —  yos*  • 

2—  no 

Mr<7.£:>,  AbK:    N'ur.ber  or  .;»!«):*?    Children?  Length 
(,1  <za\*  and.  *»1iat  orf»»t  aid  this  change  have  on 
your  child.' 

J.         one  r.ontb  we  asked  abcut  your  Income.  Knowing 
th-tt  financial  situations  sometimes  change,  would 
•.co  *.dcit  the  number  on  the  card  that  best  des- 
cribes ycer  total  family  Inrooe  for  rhe  past  .12 
TAntH"  :rem  all  source*.  _ 


::-r*        i.u*T:o:>s  -.boi't  the  fati-kr  of  hie  baby? 

U'h.tt  is  his  occupation? 

>.    I\r   he  w^rkfd  steadily  since  the  child  was  born? 
1 — \es 
. — no* 

1-  — •  I  don't  know 

*IF  NV,  could  you  explain? 
\  -c 

*.         hi   .ontnbuttng  to  the  financial  support  of  your 
ch:M* 

l«->es 

2  no 

Cvrr.er.is.,  it  ar.y. 


?:0'>'  iMlMTVS  ,*30fT  YOL'R  CHILD 

7.  nt,rl**c  t-.ese  past  fe^*  months,  since  the  last  visit,  *. 
vhat  has  he/she  been  like?  1  . 

8.  What  r.as  it  tee>.  Iik9  for  you  these,  past  few  nonths? 
j       °.    Are  you  vvrVir.t;  or  in  school,  at  this  time? 

1—  yes* 

2 —  no 

c 

Mr  YLS,  usk: 

(•i)  r.u&bcr  r.f  days  per  veek 
(b    age  of  child  when  started 

U")  vtio  takes  care  of  child?  (friend,  relative,  day 

care J  other) 
U)  piace  oTchild^s  care  (in  or  out  of  hose) 
<c)  number  ar*  ..proximate  age  of  other  person3  your 
,  .       chx!4  Is  with  during  that  time 

If  J  no**  dees  this  uork  out  for  >ou— are  you  satisfied 
with  this  arrangocent? 

IC .    Hov  many  t.ai>s  have  you  had  to  change  or  choose 
t    *  another  regular  baby:,itter  during  the^past  year? 
If  changes,  for  what  reason? 


M>w  SO'-tL  QUESTIONS  ABOl'T  iQlK  QUID'S  HEALTH : 

U.    IV  arc  interested  In  any  illnesses  or  health  problems 
ycur  child  has  had  slrke  the  last  visit.    Using  the 
card  please  tell  me  the  number  that  best  describes 
any  Illnesses  your  child  has  had.     (For  each  illness 
record;    age  of  child  when  illness  occurred,  symptoms, 
type  of  care,  effect  on  child,  and  the  duration  of  the 
e'fect  on  child.) 

I?.    IF  ILLS-ESSE'S:  v 


KIC 


Iiurlng  the  tine  your  child  was  sick,  what  was  It 
like  for  you? 


NOW  TH1KKIKG  ABOUT  ACCIDEST&  AM*  INJURIES; 

13.    Has  your  child  had  any  accidents  or  injuries  since  the 
laat  visit  when  he  was  8  months  of  age? 
1 — yes*  *  { 


IF  YES  OR  NO,  ask:    How  about..... 

falls?  (furniture,  stairs,  dropped) 

xngestlons?(drut j,  poisons,  soap,  objects) 

burns?  (hot  water,  coffee,  clothing,  electric) 

car  accidentv?(fall  inside  oi  or  struck) 

near  drowning?  (bath,  wading  pool) 

other?  (any  otjiei  Miing  that  right  have  haprene.r 

to  cau-A  injury  to  your  child) 


U~tf—   IF  ACCIDENTS  OR  IfrJi'KlES.  ELCORB: 

a.  kind  of  injury\(f afl ,  Ingestion,  etc.) 

b.  age  of  child  when -accident  occurred 

c.  exactly -what  happened 

d.  time  of  day  and  place 

c.  type  of  care  (from  card) 

f.  effect  on  child  (from  card) 

g.  duration  of  effect  (fron  card)  * 

h.  What  was  it  like  for  the  mother?*  Kcw  did  it 
effect  her? 


NOW 
MM 


REGARD  I  KG  YOUR  CHILD'S  GROWTH  AM)  ULVrLOrMFNT  AV-  '.iv 
HE  IS  GETTING  ALOSC  IS  V'.S  VftVISONXEST; 


18. 
19. 

20.- 


21. 
22. 

2\ 

24  e 
25. 
26. 

27. 


What  do  you  enjoy  abcut  hln  the  most? 

e 

Wl:at  seems  to  be  the  hardest  part  about  taking  c„ie 
of  hln  at  this  age?        *  << 

What  is  his  physical  activity  like  nov?-  Wmil-i  ycL  sf 
he  is: 

1 —  highly  active 

2 —  moderately  active 

3 —  mildly  active 


Could  you  describe  his  physical  activity  ^urlrc... 

a.  eating 

b.  playing  by  himself 

c .  >  bathing     *      ~  * 

How  about  his  regularity  In  sleeping  and  eating? 
Is  he.... 

1 —  regular  as  clockwork 

2—  variable 

3—  — irregular 

Could  you  give  me  an  eyar.ple  that  would  describe  hit 
regularity? 

How  about  his  approach  or  reaction  to  new  thing0, 
people,  and  places?    Is  he.... 

1 —  accept  lng 

2—  variable 

3 —  withdrawing 


Could  you  give  me  an  exanplc  that  would  describe  his 
reaction  to. . . . 

a.  new  things,  toys,  objects 

b.  new  people 

c.  new  places,  situations 

Regarding  his  adaptability  or  ability  to  adjust  to 
changes  in  his  routines,  schedules  (sleep,  eating, 
environment),  is  he  generally.... 

1 —  adaptable 

2 —  vafiable 

3 —  slow  to  adapt 

Could  you  give  no  an  e. saplc  that  would  describe  his 
adaptability  to  changes  in  his.... 

a.  environment  and  length  of  time  to  adapt 

b.  eating  and  length  of  time  to  adapt 

c.  sleep  and  length  of  time  to  adapt 


35: 
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30. 


v. 


Vm9  about  the  way  he  expresses  himself  and  l*ts  J 

vmi.kii.iw  hi*  feelings?    l«  he  generally....          •  j 
1*— intense  and  loud 

2 -  --variable          y                                   /  | 

3-  -»qutet                                                  /  J 

Cowl  J  y.»u  give  mc  an  exasplc  of  the  above  rating? 

How  about  Ms  distract Ibll tty  at  thisxngc?    N  he... 

1 —  -easily  distracted 

2—  — vai  laMc 

3—  not  $o  easily  distracted 

Could  you  five  re  an  example  of  i\w  above  rating?    ^ f 

Regarding  rns  sensltivttv  t.'  -nost  noKcs  ~t  tills  r.gl, 

is  ho.*-..'   

I — very  sons it  ive  \  j 

 3 — s.oderato]  y._KensI;_i  ve  _  4 

3 — mildly  sensitive  .  I 


3;. 


J5. 


w».»ld  >ou  give,  me  an  «xarpl«' 


of  tho  aI.vW  ratlm;? 
tico I:«  he. ... 


\ 

38. 


lu***  a?out  his  ttMGd  rx>st  of  the 

■m"  k — ha\»py»  "contented  «  1 

2 —  variable  >  [ 

3 —  unhappy,  discoi.tcnted  j 

Cculd  ycu  give  me  an  cxarcplc  of  th*  abov.'  rating,  or 
describe  chat  he  Is  like  most  of  tlKKlme?  j 


Regarding  his  persistence  and  attention  span,  is  h<; 

1  persistent  « 

2 —  variable 

3—  not  persistent      '  / 

Could  you  give, me  an  exaople  of  the  above  rating? 

I'ave  any  of  the  above  characteristics  been  a  problem 
for  you?    a.  activity  b.  regularity  c.  approach 
d.  adaptability  e.  intensity  f.  distractabi 1 Ity 

t  g.  sensitivity  h.  mood  i.  persistence  and  attention 

\  spant 


">1F  YFS,  Ask,  In  what  way? 


NOW  SiW  QUESTIONS  ABOUT  DISCIPLINE 
39 


How  do  you  teach  your  child  about  things  he  should 

~n^t~touch7r"or" place s~~he~s ho uld-not-  go?-  What-seems*  

to  work  the  oest  at  this  age? 

1—  —  nb-no 
I            2 — slap  hands 

3 —  rccove  objects  "  /  " 

4  rcrtove  child 

5 —  distraction 

6  other* 

40.  tttat  are  socc  of  the  things  you  have  had  to 
discipline  cr  punish  your  child  for?    How  did 
you  handle  that?-  ^ 

41.  About  how  often  do  you  |iavc  to  do 'this? 

42.  How  ouch  would  you-say  jjou  and  your  husband  agree  on 
.vays  to  discipline  yourlchild?  ! 

I*— -none       * '  '. 

2—  very  little  1 

3—  -moderate  amount!  ' 
— -t&Z'a  good  bit  \ 

5— -a  great  deal 

43.  Hov  about  other  areas  of  child  rearing?    How  r.nch  do 
— ;  yisu- a'rfd^uur  hxiTfrarid"  ^grec  -about  how-  to  m is ^ your  — 

child? 

1 —  none 

2—  very  little 

3 —  moderate  ar*>unt 

4  a  good  bit 

5 —  a  great  deal 

Khat  are  socse  of  the  areas  in  which  you  and  your 
husband  disagree  in  regard  td"~_fscipl  inc  and  child- 
rearing?        \  1 


How  about  when  you  air  Inwy  with  other  thing.?  !'<•"« 
he  aeen  t\>  need  wore  of  your  tine  and  attention? 
1 — y__*  *H*  US,  ask: 

?— nu       '        llow  do  von  handle  the  situation? 
3 — v.ti'Ublr  * 

48.  Where  doo«  he  piny  and  sp«-nd  most  uf  his  awake  tine?  % 
l>o*s  he  have  free  run  of  tlu*  house  or  arc  there  pl.wt> 
that  nre  "off  limit'?" 

1 —  run  of  house  3— playpen 

2—  certain  tcot.s  only  4---other* 

49.  What  are  socc  of  the  till  up.  jImi  are  Kelp  In?,  your  thild 
to  learn  .»t  tliii.  tire* 

Mint  nre  . fc«".<! "ot^hC-tM J rgir- 


50.    How  iNmt  youi  husband? 
h<  Ip't.o. 


What  are  sone  of  v«'«r  f»  fur.-  pJ.ms  tor  hln  (as  far as^ 
\e*u  *tvc  thought  obout)? 

»ow  do  you  thi«>  vonr  jk%!»!  will  do  it.  school? 


44. 


HOW  SOME  QUESTIONS- A bOUT  YOUR  TIMfc  WITH  YOUR  CHILD: 

45.    How  do  you  manage  your  tine  now  —  caring  for  your 
child,  getting  your  housework  done  and  tine  (or 
yourself? 

1  ■  \  '  • 

Q  ft.  What  arc  some  of  the  things  your  child  like*,  for  you 
T^T)  f/^"       to  do  Just  wlthlhlm  (J*JSt  th«  two  uf  you)  bcst*e«^ 

feeding  and  catetaking?  (Record  activity,  length  of  * 
iniiraHmrrrmiiiri       tie*,  approximate  number  of  *timey/day) 


51. 


!kov  far  do  y.'i.  tSir.k  vonr 

1—  -less  iii:.n  h.rn  :  k 

2 —  cornice*"  hi»;i  uci 

3-  *-i  oupiet*  t 

4-  — complete  1 

5  conpletr  "v. 

6 —  t>eyoud  c<»llf.tv 


ii  >■!  ifil !  c,o  in  .ci  oe^i? 


7 — nti»cr  \«p»*cify) 


.-.-1 

.  Vr  bi.*>n{»'S< 
yc  «.rs  oe 

lspc« 


.COSCFRSS: 


54. 


Do  you  have  any  concerns  at  this  titt  about  the  wa> 
youi  child  is  gro^Ini;' and  d^vc  lopini;:  (.0  physical  1>; 
(b)  bor ially;  (c)/  intel iectualiyv  (d)  In  self  help 
"(e)  in  spioih  and  language 


55. 


ablllti*-::; 

1  — ye*".* 
2—  no 

To  unaL  *  xtont 
yom  life  ?l%1c 


*Could  you  explain? 

as  your  ch:!.-*  Innuenccd  or  change5. 
anaVor  hoac  enviionment? 


4  a  goud  bit 

5  a  &rcat  deal 


56. 


57. 


58, 


59. 
60. 


61. 


62. 


1  Lorn' 

2 —  very  little 

3—  —moderate  amount 
If  changes:    It(  chat  w<*y? 

In  thinking  batik  ever  the  12  nonths,  what,  ^ 

who  has  been  tile  nor.t  help  tc  you  in  your  role  c\i 
being  a  not  her  land  cariiu:  for  vour  child?  (UelJi 
"phys  i  cal  ly "  and  /p"r~emot i  ona:  1  >■) 

In  what  way  waslthls  person^  or  situation  the  ;soat 
lielpful?  \ 

Was  this  as  muclAhclp  as  you  needed? 
1 — a  lot  trore  th^n  1  needed 

__  _     2  more  than  I.  needed  4  leas  than  1  needed 

3— as  nuch  a,s  1  needed  5-:-a  lot  less  than 

I  needed 


At  this  time,  how  do  yon  feel  aluut  being  a  mother? 
Do  you  plan  to  haveWhcr  children? 

ye.  \ 

2 — nu  Cot\r.oats 

What  are  >our  prlnarj  ^o^etns  at  this  time  about 
anything?  » 

What  would  you  say  are  your  husband's  primary  con- 
cerns at  this  tine  about  anything? 


"64. 


IN  C0KCI.US1OK: 

63.    Wliat  advice  or  suggest  ionV  uould  you  offer  a  new 
mother  for  her  first  year  ,wi  th  lier  baby9 
TSTybu  tnTnk"you  have  donetaTifthlAS  differentia  as 
a  mother  or  with  your  child  as  a  icsult  of  being 
a  part  of  this  r.tudy?  \ 

1—  yes*  \ 

2 —  no  *Conld  you\  explain 

How  about:  (a)  paid    -cclal  Attention  to  your  fcedlr.fs; 
(b)  paid  special  attention  to\>our  teaching;  (c)  more 
attention  to  special  Coy.  or  .\«tlvitics;  (d)  paid  norc 
attention  to  health,  Ulsrwiu  r«)  P«»i*l  aore  atten- 
tion to  accidents  oraccldrnt  Prevention;  (f)  paid 
more  attention  to  child's  tWftpArarrent  (activity, 
regularity);  (g)  paid  more  attention  to  child's 
language  development;  (h)  p.itd  more  attention  to 
baby  book  or  rccotd  keeping  \ 


So  that  we  may  keep  in  contact,  my  we  have  the 

jw  how  to  gyt  In 
1-,  Jj\id  Relationship 


nar.es  of  2  persons  who  will  know  f|ow  to 
with  you?    Name,  Address.  Mione 
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PRENATAL  QUESTIONNAIRE  FREQUENCY  DISTRIBUTIONS 


Question  0 

\ 

.FirstChlld 

N 

X 

Yes 

181 

93.8 

No 

5 

2.6 

 ~—  — — rfd"  response 

2 

■  1.0 

Hissing 

5 

2.6 

anticipate  Mo/inc 

Yes 
No 

No  response 
..   Missing 


8 
176 

"  5 


Race 


White 
Slack 

At.  Indian 
Oriental 
:"1xed  . 
Otner 

Ao  response 
Missirg 


vdri;al  Status 


Carried 
Di  /orced 
' Separated 
widowed 
.♦ever  parried 
Corron  law  " 
No  response 
Pissing 


iters  Regular  Schooling 


Eight 
one 
Ten 
Eleven 
Twelve  *■ 
Tnirteeh 
Fourteen 
Fifteen 
—Sateen 
Seventeen 
Eighteen  . 
Nineteen 
Twenty 
•io  response 
Missing 


163  . 
16 

1 

3 

3 

1 

1 

5 


163 
1 
1 

0 
19 

2 
2 
5 


1 
2 
6 
11 
63 
16 
13 
7 

-26 
31 
5 
3 
3 
1 
5 


8      Additional  Education  (months)    N  «  44 

fe'dian  *  9.14 
Mean  «  11.77 
Range  ■  2-36  * 
.Missing  «  149 


Expect  Baby  To  8e  Like 

"  Don't  know  17 

Like*  other  babies  4 

Physical  characteristics  33 

Positive  tenperanent  56 

—    -    -  flegative-tercperanen*  V 

.   health  32 

Helplessness  9 

Individuality  7 

Other   \  3 

Mo  response  26 

.Missing  \  5 


10      Prefer  Cuddly  Or  Active  8aby 
Cuddly 

 -Active  ■ — 


Both 
No  response 
Missing 


4.1 
91.2 
2.6 
2.1 


84.5 
8.3 
.5 
1.6 
1.6 
.5 
.5 
2.6 


84.5 
.5 

.5 

0 

9.8 
1.0 
1.0 
2.6 


.5 
1.0 
3.1 
5.7 
32.6 
8.3^ 
6.7 
3.6 
13.5 
16.1 
2.6 
1.6 
1.6 
.5 
2.6 


165 
5 
5 


4.7 

-4.-7- 
85.5 
2.6 
2.6 


11      Mother  Sex  Preference 


Very  much  boy 
Prefer  boy,  girl  okay 
No  preference* 
•  Prefer  girl ,  boy  okay 
Very  much  girl 


12      Husband  Sex  Preference 


Very  much  boy 
Prefer  boy,  girl  okay 
No  preference 
Prefer  girl ,  boy  okay 
Very  much  girl 
Don't  know 
-No  response 
Missing 


13  Age  In  Weeks  Aware 

81rth 
.  .  One 
Two 
Three 
Four 
Six 
Eight 
Nine 
Ten 

Eleven 
Twelve 
°  Thirteen 
Sixteen 
Seventeen 
Twenty 
Twenty- two 
Twenty-six 
Thirty 
Thl  rty-one 
Thirty-four 
Forty- three 
Fifty- two 

14  Age  In  Weeks  Teach 


81rth 

One 

Two 

Three 

Four 

Six 

Seven 

Eight 

Nine 

Twelve 

Thirteen 

Fourteen 

Seventeen 

Twenty 

Twenty-one 

Twenty- two 

Twenty-four 

Twenty-six 

'Thirty-one 

Thirty- two 

Thirty- five 

Thl rty-nlne 

Forty 

Forty- two 


15      Age  In  Weeks  See 


N 

9 
9 

165 
5 
5 


21 
75 
61 
16 
4 
5 
6 
5 


4.7 
4.7 
85.5 
2.6 
2.6 


id.9 

38.9 
31.6 
8.3 
2.1 
2.6 
3.1 
2.6 


25 

13.0 

12 

6.2 

17 

8.8 

34 

T7.6 

16 

8. 3  . 

7 

3.6 

23 

11 .9 

1 

r 

.5 

1 

r 

l 

.  b 

18 

9.3  . 

i 
i 

c 

c 
0 

^  1 

1 

C 
.  D 

J 

1  H 

2 

1 .0 

1  x 

'.5 

1 

.5 

1 

.5 

2 

1.0 

.5 

N 

17 

8.8 

54 

28 

7 

3.6" 

5 

2.6 

24 

12.4 

8 

4.1 

2 

1.0 

2 

1.0 

11 

5.7 

2 

1.0 

23 

11.9 

1 

.5 

5 

2.6 

1 

.5 

1 

.5 

5 

2.6 

2 

1.0 

7.3 

1 

•:! 

1 

.5 

2 

1.0 

1 

.5 

2 

1.0 

8lrth 

22  

 1W4- 

-One  -  - 

10 

5.2 

Two 

12 

6.2 

Three 

21 

10.9 

Four 

-  42 

21.8 

Five 

'  .1 

.5 

Six 

15 

7.8 

Seven 

1 

.5 

Eight 

8 

4.1 

Nine 

28 

14.5 

Ten 

1 

.5 

Twelve 

3 

1.6 

Thirteen 

21 

10.9 

Seventeen 

5 

2.6 

Twenty-s1x 

1 

.5 

Thl rty-two 

1 

.5 

Thirty- five 

1 

.5 

RIC 
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T6     Age  In  Weeks  Hear  h 

Slrth  22 

One  59 

Two  31 

Three  16 

four  27 

Five  2 

Stx  11 

Eight  2 

Nine  10 

Twelve  1 

Thirteen  9 

Twenty-six  2 

'   Thirty-five  1 


17  Importance  Of  Talking  To  Baby 

Not  Important  1 

Very  Important  31 

Extremely  Important  152 

No  response            #  4 

^                  Hissing  5 

18  Age  In  Weeks  Important  To  Talk 
To  Baby 

Birth  22 

One  85 

Two  10 

Three      t    ,  6 

Four                    ■  11 

Six  5 

Nine  6 

.  Twelve  1 

Thirteen  6 

.    Seventeen  4 

Nineteen  i 

Twenty* two  1 

Twenty-four  2 

,               Twenty-six  11 

Thirty- five  1 

Thirty-eight  1 

Thirty-nine  3 

Forty- three  2 

Forty-eight*  1 

Fifty- two  8 

Sixty  2 

Ninety- nine  4 

19  Planned  or  Surprise  Pregnancy 

Planned  104 

Surprise  38 

Both  45 

Ho  response  1 

Missing  5 


  20      Pregnancy  Interrupt  Plans 

Hot  at  all  73 

Very  little  54 

Moderate  anount  40 

Good  bit  11 

Great  deal  8 

No  response  2 

Hissing  5 


11.4 
30.6 
16.1 
8.3 
14.0 
I* 
5.7 
1.0 
5.2 
.5 
4.7 
1.0 
.5 


.5 
16.1 
76.6 
2.1 
2.6 


11,4 
44.0 
5.2 
3.1 
5.7 
2.6 
3.1 


.5 
3.1 
2.1 
.5 
.5 
1.0 
5.7 
.5 
.5 
1.6 
1.0 
.5 
4.1 
1.0 
2.1 


53.9 
19.7 
23.3 
.5 
2.6 


37.6 
28.0 
20.7 
5.7 
3.6 
1.0 
2.6 


25      Primary  Concerns  (3  responses) 


26 


26  &  30 


H 

X 

N 

X 

£\ 

Parent  health 

53 

27.5 

6 

4.1 

r 

.5N 

Child  health 

66 

34.2 

29 

15.0 

1 

.5 

Child  personality 

3 

1.6 

6 

3.1 

2 

1.0 

Child  rearing 

5 

2.6 

5 

2.6 

3 

1.6 

Finances 

14 

7.3 

9 

4.7 

4 

2.1 

Practical 

17 

6.6 

7 

3.6 

3 

1.6 

Family 

5 

2.6 

9 

4.7 

8 

4.1 

Parenthood 

2 

1.0 

16 

8.3 

6 

3.1 

Other 

5 

2.6 

9 

,  4.1 

5 

2.6 

Hissing 

23 

11,9 

96 

49.7 

160 

82.9 

K 


Share  Concerns 

Yes 
No 

No  response 
Hissing 

Shared  Concerns  With 

Husband 

Hother 

Relative 

Friend 

Other 

No  response 
Hissing 


27  &  29      Physical  Help 


176 

\  5 
7 

15 


151 
17 
1 
7 
1 

11 

5 


91.2 
2.6 
3.6 
2.6 


78.2 
8.6 

.5 
3.6 

.5 
5.6 
2.6 


Emotional  Help 


U 

% 

N 

X 

Lot  more 

1 

.5 

5 

2.6 

More  than- 

15 

7.6 

14 

7.3 

As  much  as 

154 

79.8 

136 

70.5 

less  than 

13 

6.7 

26 

13.5 

lot  less  5 

3 

1.6 

3 

1.6 

No  response 

2 

1.0 

4 

2.1 

Hissing 

5 

2.6 

5 

2.6  " 

Who  Helped  Physical 

Helped  Emotional 

N 

X 

N 

/* 

Husband 

~T57~ 

61.3 

145 

75.1 

Hother 

15 

7.8 

19 

9.6 

Relative  ^ 

1 

.5 

3 

1.6 

Friend 

6 

3.1 

14 

7.3 

Other 

2 

1.0 

1 

.5 

No  one 

6 

3.1 

4 

2.1 

No  response 

1 

.5 

2 

-1-.0-— - 

Hissing  . 

5 

.2.6 

"  5 

2.6 

Free  Time 

H 

% 

Yes 

160 

62.9 

No 

14 

7.3 

No  response 

14 

7.3 

Hissing 

5 

2.6 

21  &  23.    Feelings "When  Pregnant  Feelings  Now 


N 

X 

N 

•r 

Delighted 

89 

46.1 

102 

52.6 

General 1y  pleased 

62 

32.1 

,66 

34.2 

Mixed 

24 

12.4 

14 

7.3 

(Sneral  Vy  displeased 

6 

3.1 

0 

"0 

Totally  displeased 

0 

0 

0 

0 

None  of  these 

1 

.5 

0 

0 

No  response 

6 

3.1 

6 

3.1 

Hissing 

5 

2.6 

5 

2.6 

Husband's  Feelings  When  Pregnant  Feelings  Now 


Delighted 
Generally  pleased 
Mixed 

Generally  displeased 
Totally  displeased 
None 

No  response 
.Hissing 


n 

X 

N 

% 

91 

47.2 

103 

53.4 

55 

26.5 

58 

30.1 

18 

9.3 

8 

4.1 

7 

3.6 

3 

-  1.6 

4 

2.1 

3 

1.6 

2 

1.0 

1 

.5 

11 

5.7 

12 

6.2 

5 

2.6 

5 

2.6 
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NEWBORN  INTERVIEW  FREQUENCY  DISTRIBUTIONS 


Question 


Father's  Race 

White 

Black 

Oriental 

Mixed 

Other 

Missing 

Father's  Years  of  Schooling 

Five 

Seven 

Ten 

Eleven 

Twelve 

Thirteen 

Fourteen 

Fifteen 

Sixteen 

Seventeen 

Eighteen 

Nineteen 

Twenty 

Twenty-one 

Twenty- two  - 

Twenty- nine 

Missing  ' 


Articioate  Hove 
Yes 

iO 

Missing 


Tire  9  Present  Address 

1  -  5  nonths 
6-11 
12  -  18  " 
19  -  24  * 
"    25-30  * 
31-36  M 
Over  37 
Missing 


13      tlurber  Bedrooms 

One 

Two 

Three 

Four 

Five 

Six 

Missing 


14      Parens  Uvinc  Together 

Yes 
No 

Reason  Parents  Not  Together 

Unmarried 

institution 

Service 

Other 

Missing 


15 


Otners  In  Hone 


Yes 
rio 

Missing 


153 
23 
5 
3 
4 
5 


1 
1 

2 
6 

48 
T4 
23 
4 
32 
22 
14 
10 
2 
4 
3 
1 
6 


12 
179 

2 


35 
40 
46 
19 
14 
11 
27 
1 


18 
76 
75 
19 
3 
1 
1 


172 
21 


16 
1 
2 
1 

173 


35 
156 
2 


79.3 
11.9 
2.6 
1.6 
2.6 
2.6 


6.2 
92.7 
1.0 


18.1 
20.7 
23.8 
9.8 
7.3 
5.7 
14.0 
.5 


9.3 
39.4 
38.9 
9.8 
1.6 
.5 
.5 


89.1 
10.9 


8.3 
.5 
1.0 
.5 
89,6 


18.1 
80.8 
1.0 


"TFT  7 

17  Mother's  Religious  Preference 


N 

X 

!i 

Protest«nt 

87 

45.1 

74 

Catholic 

46 

23.8 

33 

Jewish 

4  - 

2.1 

6 

Other 

27 

14.0 

27 

Ncne 

-28 

14.5 

42 

Missing 

1 

.5 

11 

18 

Extent  of  Relloious 

Influence 

N 

Dad's  Religious  P 


ference 


20 


20 


None 

Very  little 
Moderate 
Good  bit 
Great  deal 
Missing 


19      Unique  Family  Customs 


Yes 
No 

Missing 


13 
21 
65 
46 
46 
2 


42 
147 
4 


19      Nature  of  Family  Custom  (2  responses) 


Christian  religion 
Hon-Chrlstlan  religion 
Family  closeness 
Holiday  customs 
Ethnic  or  racial 
Child  rearing  practices 
Other 

Missing  >  -> 
Language' 


language  In  Home  !i 
English  193 


Spanish 

French 

German 

Japanese 

Other 

Missing 

26      Month  Of  First  Checkup 


First  prenatal  month  42 

Second  or  third  prenatal  month  136 

Fourth-*  seventh  prenatal  month  12 

Eighth  prenatal  month  2 

Missing  1 

Hurtoer  Of  Prenatal  Visits 


Two 

1 

Five 

2 

Six 

3 

Seven 

7 

Eight 

6 

Nine 

-  12" 

Ten 

24 

Eleven 

22 

Twel ve 

47 

Thirteen 

22 

Fourteen 

16 

Fifteen 

14 

Sixteen 

7 

Seventeen 

3 

Twenty 

1 

Missing 

6 

6.7 
10.9 
33.7 
23.8 
23.8 

1.0 


21.8 
76.2 
2.1 


X 

N 

% 

4 

2.1 

1 

.5 

7 

3.6 

0 

0 

10 

5.2 

1 

.5 

4 

2.1 

3 

1.6 

3 

1.6 

0 

0 

4 

2.1 

1 

.5 

7 

3.6 

2 

1.0 

154 

79.8 

184 

95.3 

0 

0 

1 

.5 

2 
100 


N 

% 

N 

*  ' 

6 

3.1 

2 

1.0 

2 

1.0 

0 

0 

2 

1.0 

1 

.5 

3 

1.6 

0 

0 

3 

1.6 

1 

.5 

177 

91.7 

189 

97.9 

21.8 
70.5 
6.2 
1.0 
.5 


.5 
1.0 
1.6 
3.6 
3.1 
-6t2- 


12.4 
11.4 
24.4 
11.4. 
8.3 
7.3 
3.6 
1.6 
.5 
3.1 


ERLC 


^1 
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28      Number  Of  Prenatal  Classes 

One  . 

Two 

Three 

Four 

Five 

Six 

Seven 

Eight 

Nine  or  more 
Missing 


9 
4 
8 
25 
12 
19 
11 
16 
59 
30 


4.7 
2.1 
4.1 


•13 
6 
9 
5 
8 

30.6 
15.5 


29  -  30      Medications  Taken  During  Pregnancy 

Vitamin -mineral  supplements  133 

Analgesics  85 

Cold-cough  preparations.  54 

Antad  ds-ant1nauseants  28 

Laxatives  21 

Diuretics*  10 

Tranqul 1 1zers-sedat1 ves  31 

Other  17 


94.8 
44.0 
27.9 
14.5 
10.9 

5.2 
16.1 

8.8 


Note:   Other  Information  coded  but  not  analyzed  Includes    1)  prenatal 
month(s)  drug  taken,  2)  frequency,  3)  reason  (doctor  recommended 
or  not). 


Report  Of  Labor  And  Delivery  (4  responses) 


N 

% 

N 

% 

N 

% 

Nc 

% 

Terrible 

73 

37.8 

15 

7.8 

6 

3.1 

3 

1.6 

Beautiful  ~ 

69 

35.8 

12 

6.2 

14 

7.3 

2 

1.0 

Different  from  expected 

7 

3.6 

40 

20.7 

5 

2.6 

0 

0 

Hard  work 

8 

4.1 

16 

8.3 

6 

3.1 

■  1 

.5 

Neutral 

12 

6.2 

8 

4.1 

0 

0 

0 

0 

Prepared 

6 

3.1 

19 

9.8 

8 

4.1 

4 

2.1 

Help  from  drugs 

8 

4.1 

21 

10.9 

18 

9.3 

4 

2.1 

Help  from  people 

5 

2.6 

23 

11.9 

19 

9.8 

9 

4.7 

Other 

4 

2.1 

11 

5.7 

14 

7.3 

10 

5.2 

Missing 

1 

.5 

28 

14.5 

103 

53.4 

160 

82.9 

36      Rating  Of  Labor  And  Delivery  N 

Best  experience  27 

Exciting  110 

Neutral-  —  20 

-  Unpleasant  23 

Worst  experience  10 

None  of  these  2 

Missing  1 


'14.0 
57.0 
10.4 
11.9 
5.2 
1.0 
*  .5 


37      Age  Of  Child  Most  Preferred 

When  little  27 

When  older  62 

Neither  4 
Both                         *"  95 

Other  2 

Missing  3 


14.0 
32.1 

2.1 
49.2 

1.0 
'1  ."6  ' 


38  -  43 


Average 

Average 

Average 

Average 

Av. Bowel 

Average 

Cry 

Feed 

Spitting 

Sleep 

Movements 

Pattern 

N 

% 

N  % 

N  % 

N  % 

N  % 

N  1 

None 

0 

0 

4  2.1 

'0  0 

25  13.0 

15  7.8 

2  1.0 

Little 

13 

6.7 

98  50.8 

37  19.2 

135  69.9 

129  66.8 

73  37.8 

Moderate 

92 

47.7 

76  39.4 

128  66.3 

26  13.5 

46  23.8 

93  48.2 

Good  bit 

81 

42.0 

10  5.2 

25  13.0 

3  1.6 

1  .5 

18  9.3 

Great  deal 

6 

3.1 

3.  1.6 

1  .5 

2  1.0 

0  0 

5  2.6 

Missing 

1 

.5 

2  1.0 

2  1.0 

2  1.0 

2  1.0 

2  1.0 

ERIC 
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49' 


Own  Baby 
Crying 


Own  Baby 
Feeding 

N  % 


None 
Little 
Moderate 
Good  bit 
Great  deal 
-Missing 


1 

75 
89 
24 
2 
2 


.5 
38.9 
46.1 
12.4 
1.0 
1.0 


19 
116 
44 
11 

2. 
1 


9.8 
60.1 
22.8 
5.7 
1.0 
•  .5 


50  x  Anyone  Help  Home 

Yes 
No 

Missing 

Who  Help  g  Home 

Mother 
Relative. 
Husband 
jFrJends— 
Missing 


51      Satisfaction  With  Help  Arrangement 

Yes 
No 

Missing 


Own  Baby     Own  Baby 


O.B. Bowel 
Movements 


Own  Baby 
Pattern 


N 

X 

N     X  ' 

N 

% 

N 

% 

6 

3.1 

.46  23.8 

28 

14.5 

10 

5.2 

85 

44.0" 

124  64.2 

124 

64.2 

98 

50.8 

86 

-44.6 

18  9.3 

37 

19.2 

71 

36.8 

14 

7.3 

3  1.6 

2 

1.0 

10 

5.3 

.5 

1  .5 

0 

0 

2 

1.0 

i 

.5 

1  .5 

2 

1 .0 

2 

1.0 

N 

^  .  X 

■ 

180 

93.3 

11 

5.7 

• 

2 

1.0 

129 

66.8 

11 

5.7 

_37^ 

—  — T9.2 

-  4 

2.1 

12 

,6.2 

.181 

93.8 

8 

4.1 

4 

2.1 

52  Mother's  Primary  Concerns  (3  responses) 


Parent  health 
Child  health 

Child  rearing,  personality 

Child  rearing,  physical 

Finance 

Practical 

Family  relations 

Parenthood 

Other 

Missing 


N 

N 

% 

N 

% 

12 

6.2 

3 

1.6  . 

3 

1.6 

25 

13.0 

4 

2.1 

1 

.5 

4 

2.1 

4 

2.1 

2 

1.0 

44 

22.8 

21 

10.9 

2 

1.0 

8 

4.1 

7 

3.6 

1 

.5 

6 

3.1 

2 

1.0 

5 

2.6 

12 

6.2 

13 

6.7 

6 

3.1 

13 

6.7 

11 

5.7 

2 

1.0 

7 

3.6 

9 

4.7 

3 

1.6 

62 

32.1 

119 

61.7 

168 

87.0 

53      Husband's  Primary  Concerns  (3  responses) 


N 

V 
K 

N 

% 

H 

% 

Parent  health 

17 

8.8 

3 

1.6 

2 

1.0 

Child  health 

17 

8.8 

5 

2.6 

0 

0 

Child  rearing,  personality  6 

3.1 

3 

1.6 

1 

,.5 

Child  rearing,  physical 

11 

5.7 

5 

2.6 

3 

1.6 

Finances 

16 

8.3 

6  * 

3.1 

1 

.5 

Practical 

7 

3.6 

1 

.5 

1 

.5 

Family  relations 

15 

7.8 

6 

3.1 

2 

.5 

Parenthood 

10 

5.2 

7 

3.6 

0 

0 

Other 

10 

5.2 

4 

2.1' 

1 

.5 

Missing 

84 

43.5 

153 

79.3 

182 

94.3 

Length  Interview 


Mean  = 
Range 


30,29 

:  15  -  60  minutes 


£0 


\ 


0 
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ONE  MONTH  FREQUENCY  DISTRIBUTION 


Question 


5      Nunber  of  Prenatal  Moves  N 

None  122 

•  ftne  51 

"    Two  13 

Three  2 

Eight  1 
Hissing 

» 

7      Expect  to  Move  in  Three  Months 


8  Income 


Yes 

39 

v  No 

148 

"Missing. 

2 

-    $2-3,000  - 

11 

3-4,000 

3 

4-5,009 

7 

5-6,000" 

1 

6-7,000 

-5 

^-7-3,000 — "~" 

$ 

8-9,000 

12 

9-10,000 

17 

10-11,000 

21 

11-12,000 

18 

12-13,000 

11 

13-14,000 

10 

14-15,000 

11 

15-20,000  . 

35 

20-30,000  ' 

9 

Over  30,000 
Mlssinq 

1 

a 

K*      ^escriptlor  of  Baby 


Baby  Description  Two 


Responsive 

Jtefer-to  schedule„_ 
Active 

Positive  temperament 
Negative  temperament 
Health 

Sleep  problems 
Personality 
Other 
Missing 


Baby  Description  Three 

Responsive 
Refer  to  schedule 
Active 

Positive  temperament 
Negative  temperament 
Heal th 

Sleep  problems 
Personality 
Other 
Missing 


,10      Bib^  Matches  Expectations 
Yes 


64.6 
27.0 
6.9 
1.1 

.5 


20.6 
78.3 
1.1 


-  5.8- 
1.6 
3.7 
•  5_ 
^?"."6 
4.8 
6.3 
9.C 

11.1 
9.5 
5.8 

.5.3 
5.8 

18.5 
4.8 

r 

4]' 


Responsive , 

6 

3.2 

Refer  to  schedule 

22 

11.6 

Active 

2 

1.1 
69.8 

Positive  temperament 

132 

Negative  temperament 

12 

6.3 

Heal th 

I 

.5 

Sleep  problems 

2 

1.1 

Personality 

4 

2.1 

Other 

8 

4.2 

Misslno  , 

0 

0 

.8 
_3Q_ 


4.2 


5 
4 
7 

18 
11 
17 
21 
68 


2.6 
2.1 
3.7 
9.5 
5.8 
9.0 
11.1 
36.0 


JUL. 


Other 
Hissing 


1 

1.1 

4 

2.1 

3 

1.6 

3 

1.6 

3 

1.6 

14 

7.4 

2 

1.1 

4 

2.1 

8* 

4.2 

146 

77.2 

102 

54-.0 

„.R6 

45.5 

1 

.5 

0 

0 

Neonatal 


12  Average  Baby  Cry 

None 

Very  little 
Moderate  amount 
Good  bit 
Great  deal 
Missing 

13  Average  Baby  Feeding 

None 

Very  little 
Moderate  amount 
Good  bit 

 _  _ — Great  deal 

M1ssjng_  

14  Average  Baby  Spitting 

None 
.  Very  little 
Moderate  amount 
Good  bit 
Great  deal 
■  Missing 

15  Average  Baby  Sleeping 

None 

Very  little 
Moderate  amount 

i  Good  bit  • 

Great  deal 

1  Missing 

'  16      Average  Baby  Bowel  Movement 
None 

Very  little 
Moderate  amount 
Good  bit 
Great  deal 
Kissing 


1 7      Average  Pattern 


1 8~    Own  Baby  Cry 


None 

Very  little 
Moderate  amount 
JJood  bit 
Great  deal 
Missing 


None  •* 
Very  little 
Moderate  amount 
Good  bit 
Great  deal 
Missing 


19      Own  Baby  Feeding 


None 

Very  little 
Moderate  amount 
Good  bit 
Great  deal 
Missing 


20      Own  Babv  Spitting 


None 

Very  little 
Moderate  amount 
Good  bit 

—Great-deal  

Missing 


21      Own  Babv  Sleeping 


None 

Very  little 
Moderate  amount 
Good  bit 
Great  deal 
Missing 


0 
6 

136 
42 
5 
0 


1 

123 
61 
4 
0 
0 


0 

39 
130 

20 
0 
0 


24 
137 

24 
4 
0 
0 


13 
127 

44 
4 
1 
0 


0 
42 
107 

32 
8 
0 


2 

81 
83 
18 
5 
0 


68 


20 
13 
0 
0 


19 
120 
41 
6 


52 
87 
33 
16 
1 
0 


.  0 

3.2 
72.0 
22.2 

2.0 

0 


.5 
65.1 
32.3 
2.1 
~  0 
0 


0 

20.6 
68.8 
10.6 


12.7 
72.5 
12.7 
2.1 


6.9 

23.3 
2.1 
.5 


-22.2 
56.6 
16.9 
4.2 


-1.1 
42.9 
43.9 
9.5 
2.6 


36,0 
46.6 
10.6 
6.9 


10.1 
63.5 
21.7 
3.2 
1.6 


27.5 
46.0 
17.5 
8.5 
.5 


ERLC 


3£4 


22      Cvn  Baby  Bov/el  Movenent 


None 

Very  Mttle 
Moderate  anount 
Good  bit 
~Hreat~dear 
Missinq 


Own  Baby  Pattern 


None 
.  Very  little 
Modei ate  amount 
'  *        Good  bit 
Great  deal 
Miss*nq 

c$     ?rimary_  Caretaker 

Mon 
Dad 

Relative 
—    Hon  h  Dad 

2$      Partner  -  Coreqivi  ng  amount 
None 

Very  little 
Moderate  amount 
Good  bit 
Great  deal 
'  *  Missing 

?6     Pa»tnfer  Assists 


Diapers  ^ 
Feeds 
Bathes 
Plays 

Other  ,„  —  - 
None 

>7      "other's  Activities  with  9abv 
Pocking/singinq 
TaHirg 
Visual  play 
Motor-play- 
Unspecified  play 
In  f&m's  activity 
Hold 
Other 
Missinq 

27  Mother's  Activity  -  Arrpunt  of  tine 


6 

39 
72 
48 
20 
4 


HO 


n 


3.2 
20.6 
38.1 
25.4 
10.6 

2.1 


Yes 


N 

* 

N 

% 

39 

'  20.6 

150 

^79.4 

70 

41.3 

110 

5?. 2 

127 

67.2 

61 

32.8 

19 

10.1 

170 

89.9 

100 

52.9 

89 

17.1 

186 

98.4 

3 

1.6 

N 
47 

* 

24.9 

C4 

28.6 

5 

2.6 

13 

6.9 

29 

15.3 

5 

2.6 

30 

10.9 

1 

.5 

5 

0 

2.6 

Less  t*»an  15  ninS. 

22 

11.6 

15  -  29  nins. 

62 

32.8 

30-44  runs*. 

20 

10.6 

45  -  59  nins. 

41 

21.7 

1  -  2  hours 

30 

15.9 

2  -  3"TTeorC   

7_ 

3.7 

More  than  3  hours 

2 

1.1 

Missing 

5 

2.6 
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N 

X 

Anount  Baby  Cuddles 

N 

I 

92 
58 

:  28 
7 

 4™ 

48.7 
30.0 
14.8 
3.7 
2.1 

Very  little 
Moderate  amount 
Good  bit 
Great  deal 

10 

36 
71 
72 

-5.3 
19.0 
37.6 
.  38.1 

0 

32 

How  Feel  About  Cryino 

t 

14 

55 
71 

A  1 

8 
0 

7.4 
29J 
37.6 
21.7- 

4.2 

Very  disturbing 
Somewhat  disturbing 
jt/ormal  —  - 
Depend  on  type 
Empathy 

Feel  helpless,  * 
Adjusting  to  It 
Doesn't  bother 
Other 

26 
-  28  " 
19 
33 

4 

5 

14 
50 
10 

.  ~— ~ 13;8" 

14,8  ' 
10.1 
17.5 
2.1 
2.6 
7.4 
26.5 
5.3 

182 
1 

96.3 
.5 

9  1 

33 

What  Mother  Does  About  Crylnq 

Depends  on  type 
let  cry 
Never  let  cry 
Other 

34      Minutes  Until  Mother  Responds  to  Cry 
None 

One  • 
<  Two  m 

Three 
Four 
Five 
Six'  . 
Ten 

Fifteen 
Twenty 

36      Rate  Physical  Activity 


98 
10 
20 
61 


27 
43 
27 
10 
4 

46 

2 

22 
7 
1 


39 


40 


High 

42 

Moderate 

132 

Mild 

14 

Missinq 

1 

First  Sleep  Concern 

U 

•> 

m 

Second 

None 

142 

°75.1 

Colic  -  colds 

2 

1.1 

Not  enough 

8 

4.2 

Segment  -  length 

6 

3.2 

Restlessness 

3 

1.6 

Irregular  pattern 

5 

2.6 

Sleep  through  night 

13 

6.9 

Eve  bed tine 

2 

1.1 

Other 

'8 

4.2 

Rhythmicity  Ratlnq 

N 

Regular 

17 

.Variable 

144 

— — - — Irregular  _ 

 27 

Missing 

1 

51.9 
5.3 
10.6 
32.3 


14.3 
22.8 
14.3 

5.3 

2.1 
24.3 

1.1 
11.6. 

3.7 
.5 


22.? 
69.8 
7.4 
.5 


182 
1 
0 
1 
1 
1 
1 
1 
1 


% 

9.0 
76.2 
14.3 
.5 


96.8 
.5 

0 

.5 
.5 
,5« 
.5 
.5 
.'5 


27  Mother's  Activity  -  Tires  per  day 

One 

Two 

Three 

Four 

Five 

Six 

Seven 

Eight 

Nine 

Missing 

28  Mother  Teaches  Baby 

Doesn*  t  teach  baby 
Eye  skills 
Grasping  skills 
Speech  skills 
Edting  changes 
Motor  development 
Plays  toy  games 
Personality 
Other 
Missing 


16 

38 
36 
37 
25 
19 
4 
1 
7 
6 


18 
57 
20 
18 
15 
26 
1 

16 
9 
9 


20.1 
19  0 
19.6 
13.2 
10.1 
2.1 
.5 
3.7 
3.2 


9.5 
30.2 
10.6 
9.5 
7.9 
13.8 
.5 
8.5 
4.8 
4.8 


44      Approach  Rating 

Accepts  168 

Variable  17 

W1 thdraws  1 

Missing  *  3 


48      Adaptability  Rating 

Adaptable  ~1S(T 

Variable  30 

*            Slow  to  adapt  7 

Missing  2 


49      Intensity  Of  Reaction  Rating 

Intense  62 

Variable  88 

Quiet  u  38 

Missing  1 


88.9 
9.0 
.5 
1.6 


15.'9 
3.7 
1.1 


32.8 
46.6 
20.1 


ERLC 


'Of 
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52     General  DlstractibWty 

'    Easily  distracted 
Variable 
Hot  distract*! 
Hissing 

4 — SensVtiv1ty~To~iHost  Noises 

Very  sensitive 
Moderate 

HHdly  sensitive 
.Kissing  t 

57     Rate  Of  Kood  Host  Of  Time 

Positive,  happy 
Variable 

.fegatfve,  unhappy 
Hissing 


58      Persistence  &  Attention 

Long  tine 
.Variable 
Mc'rentarOy 
Hissing 


60 


61 


25 
73 
89 


27 
90 
71 
1 


129 
5b 
1 
1 


55 
89 
43 

2 


\tiic  Hakes  Routine  Decisions  Regarding  Eaby 


Joint 
Mother 
4  Baby 
UUie  r 


17 
161 
9 

2 


A'no  Pakes  Important  Decisions  Regarding  Baby 

ri 


Joint  * 

Mother 

Father 

Variable 

Baby 


94 
79 
12 
1 
3 


~£Z  yho~Hatt5-rtOTT?ch1lo~Oec1s1ons- 

Joint 
Mother 
Father 
Var1 able 
•  Baby 
Other 
Missing 


63     How  Much  Alike'  Are  Partners 


Don't  know 
Very  much  alike 
Alike  in  some  ways 
Not  at  all  alike 
Other 


114 
21 
43 
3 
1 
5 
2 


9 

?0 
91 
17 
2 


13.2 
38.6 

47J-. 

n.i 


14.3 
47.6 
37.6 
.5 


68.3 
30.7- 
.5 
.5 


29.1 
47.1 
22.8 
1.1 


9.0 
85.2 
4.6 
1.1  ' 


49.7 
41.8 

6.3 
.5 
1.6 


65  Hother  Wants  8aby  To  8e  Like  Which  Partner- 


Don't  know 

Hother 

Partner 

Both 

Helther 


17 
36 
65 
67 
4 


60.3 
11.1 
22.8 
1.6 
.5 
2.6 
1.1 


4.8 
37.0 
48.1 
9.0 
1.1 


66      Partners  Agree  Regarding  Child  Rearing 

Very  little  *  3 

Moderate  amount  20 

Good  bit  73 

Great  dial  80 

Hissing  13 


67      Feelings  About  Relationship  With  Partner 

U 

Satisfied  157 
Relatively  satisfied  25 
1  Dissatisfied  7 


68  Mother's  Physical  Activity 

high  59 

Medium  95  *- 

Low  35 

69  Mother's  Regularity  -  Sleeping/Eating 

Fairly  regular  11J 

Variable  51 

Fairly  Irregular  26 

70  Mother's  Initial  Reactions  -  Hew  Things 

Accepting  85 

Variable  97 

Withdrawing  5 

Missing  2 

71  Mother's  Adaptability  To  Change 

 *    Adaptable  102 

Variable               :  66" 

Slow  to  adapt  19 


72  Mother's  .Intensity  Of  Response 

Intense 
Variable  ' 
Mildly  intense 
Kissing  . 


73  Mother's  Distractlbillty 

Easily  distracted 
Variable 

riot  easily  distracted 


66 
77 
45 
1 


52 
77 
60 


1.6 
10.6 
38. 6 
42.'3 

6.9 


% 

83.1 
13.2 
3.7 


31.2 
50.3 
18.1 


59.3 
27.0 
13.8 


45.0 
51.3 
2.6 
1.1 


54 


10. V 


34.9 
40.7 
23.8 
.5 


27.5 
40.7 
31.7 


64     Differences  8etween  Partners  11 


Olfferences  Between  Partners  12 


N 

% 

ii 

% 

Physical 

«. 

1.1 

1 

.5 

8as1c  habits 

9 

4.8 

8 

4.2 

Everyday  habits 

4 

2.1 

1 

.5 

Values 

28 

14.8 

8 

4.2 

Interests 

23 

12.2  > 

6 

3.2 

Attitude  re:  child 

3 

1.6 

1 

.5 

'Money  -  neatness 

10 

5.3 

11 

5.8 

Temp*rat*nt 

62 

43.4 

25 

13.2 

Other 

11 

5.8 

11 

S.l 

.  Missing 

17 

9.0 

117 

61.9 

74  Mother's  Sensitivity  To  Noise 

Highly  sensitive 
Variable 

Mildly  sensitive 


75  Mother's  Hood 

*  Positive 
Variable. 
 NSgatTvS- 


58 
62 
69 


112 
71 


30.7 
32.8 
36.5 


59.3 
37.6 
— 372- 


9 
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76  Mother's  Persistence  &  Attention  Span 


\  Persistent 
Variable 
Not  persistent 
Missing' 


95 
78 
13 
3 


50.3 
41.3 
6.9 
1.6 


77  Mother's  First  Concern 


None 

Parent  health 
Child  health 
Child  personality 
Child  rearing 
Finances,  job 
Practical  * 
Family  relations 
Parenthood 
Other 


Mother's  Second  Concern  Mother 's  Third  Concern 


N  | 

-  % 

N 

H 

N 

% 

.  17 

.9.0 

58 

30.7 

126 

66.7 

~16 

i  8.5 

9 

*  4.8 

2 

1.1 

34 

18.0 

18 

-  9.5 

0 

0 

9 

'  4.6 

13 

6.9 

3 

1.6 

U 

!  5.8 

13 

6.9 

9 

4.8 

27 

-  14.3 

16 

8.5 

9 

4.8 

11 

<  5.8 

18 

9.5 

4 

2.1 

12 

,  6.3 

20 

10.6 

11 

5.8 

31 

16.4 

10 

5.3 

7 

3.7 

21 

'  11.1 

14 

7.4 

18 

9.5 

78 


Partner's  Primary  Concerns:  First 


Second , 


Third 


ii 

% 

N 

%  , 

% 

None 

25 

13.2 

91 

48.1 

147 

77.8 

Parent  health 

6 

3.2 

7 

3.7 

1' 

.5 

Child  health 

15 

7.9 

15 

7.9 

3 

1.6 

Child  personality 

4 

2.1 

7 

3.7 

v  1 

■  J5 

Child  rearing  • 

3 

1.6 

3 

1.6 

5 

2.6 

Finances,  job 

87 

46.0 

20 

10.6 

8 

4.2 

Practical 

9 

4.8 

17 

9.0 

*2 

1.1 

Family  relations 

11 

5,8 

15 

7.9 

7 

3.7 

Parenthood  , 

14 

-7.4 

8 

4.2 

6 

3.2 

Other  ' 

15 

7.9 

6 

3.2 

9  , 

4.8 

79      Feelings  Regarding  Motherhood  #1- 


N 

% 

N 

Positive  „ 

154 

81.5 

—2 

Neutral 

9 

4.8 

1 

Mb1  valent 

€ 

3.2 

4 

Negatl ve 

1 

.5 

1 

Responsibility 

2 

1.1 

14 

Adjusting 

9 

4.8 

9 

Fulfilling 

1 

.5 

14 

Other 

6 

—  3.2 

21 

Missing 

*  1 

.5 

0 

Challenge 

0 

0 

4 

Feelings  Regarding  Motherhood  #2 

'  '  .5 
2.1 
.5 
7.4  _ 
4.8 
7.4 
1K1 

2.1  ' 


Does  Interview  Describe  Ba^by 


Don't  know 

Yes 

No 


Length  Of  Interview  In  Minutes 

20 
25 
28 

30 
32 

34 

35 

40 

4b" 

50 

60 

70 

80 

85 

88 

90 

99 

Missing 


N 

13 
174 

2 


19 
46 


3 
51 


6.9 
92.1 
1.1 


2.1 
10.1 
.5 
24.3 
.5 
.5 
9.0 
10.6 
,5.8 
1.6 
1.6 
1.1 
2.1 
.5 
.5 
.5 
1.6 
,27.0 
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Question 


Jj  

—I— 

N  . 

% 

z 

26 

1.1 
14.7 

12 

'  3 

1.7 

116 

65.5 

20 

11.3 

0 

0 

9 

5.1 

8 

4.S 

1 

.6 

2 

1.1 

5 

2.8 

0 

0  - 

11 

6.2 

45^ 

-  25.A. 

18 

10.2 

0 

0 

1 

.6 

.  0 

0 

7 

4.0 

7 

4.0 

3% 

1.7 

I  4 

2.3 

■  79 

44.6 

150 

84.7 

Change  in  Harital\Status  N  % 

Hone     \  174  -    „  98:3 

Married  \  1  .6 

Divorced  \  1  .6 

Separated;  %  .     }  .6 


'./hat  Ysi  Child  titr\  Like?   (3  responses ) 


<  "  ~L1ke  other  babies 

Physical  development 
Positive  temperament 
.  Negative  temperament 

Health 
'  Individuality 

 Dependency 

Other  m  

M<$s1nn  " 


4    Mother's  Experience  (3  responses) 
Positive 

Negative  ^ 
Adjusting 
Improvinq 
Tiring 
Tied  Down 
Other 

Hon' s  health 
Fulfilling 
Kissing 

3  j  Mother's  Heal \*_  description 

Excellent  13 

Goo*  i  112 

1           Fair  \  7 

Poor  -  \  5 

Better  ;  i  2 

"orse  1  1 
No  problems                  «,      \  8 

.Missing  ~<2<> 


% 

H 

X 

N 

X 

67./ 

2 

1.1 

0  0 

0 

It 

6.2 

4 

2.3 

0 

0 

14\ 

7.9 

13 

7.3 

0 

19\ 

10.7 

29 

16.4 

5 

2.8 

l\ 

.6 

5 

2.8 

n 

0 

,  2\ 

1.1 

6 

3,4 

0 

0 

6 

\  3.4 

11 

r6.2 

3 

1.7 

0 

\  o 

1 

.6 

0 

0 

,  0 

\  0 

6 

3.4 

3 

1.7 

7 

\  4.0 

100 

56.4 

166 

93.8 

\\ 

f 

„5tLMotherls  Health  Problem  (3  responses) 

NX  N 

16      ?0.3*  "3 

21      11.9  .  4 

1  -»  .6  .  1 
13       7.3  \  5 

4       2.3   *  0 

8  4.5  1 
3*       1.7     1  0 

2  1.1  2 
11        6.2  8 

'78     .44.1  153 


Viruses  or-allerglcs 
Sleep  problems 
Hemorrhoids 
6.U. /Breast 
Habit  control 
^feuro*Husculo*Skel . 
Blood 
Emotional 
Other 

Jiisslnq  


6    Mother  Under  Doctor'siCare 
Regular  Checkups  pnly 


6    Why  Mother  Under 

Viruses'  or 
Sleep  problem^ 
Hemorrhoids  // 

 G.U./Breast 

Habit' con  tro 
Neuro-muscul 
Emotions? 
Other 
Missing 


112 
34 
31 


7.3 
63.3 
4.0 
2.8 
1 J 
.6 
4.5 
16.4 


% 

1.7 
2.3 
.6 
2.0 
0 

.6 

0 

1.1 
4.5 
B6.4 


63.3 
19.2 
17.5 


N 

"0 
0 
0 
0 
n 
1 
0 
2 
1 

173 


Care  (2  responses) 


N 

X 

N 

TO 

S.6 

& 

2 

1.1 

1 

.6 

2 

1.1 

0 

0 

13 

7.3 

3 

1.7 

f_ 

'  0  " 

"0  * 

7 

4.0 

0 

0 

1 

.6 

0 

0 

7 

4.0 

2 

1.1 

134 

75.7 

171 

96.6 

7    Should  Mother  Be  Under  Doctor's  Care  W 


Yes- 

,  No 

,M1ss1no 


12 
72 
93 


7  Why  Mother  Should      Under  Doctors  Care 
a\lei 


% 

"0 

0 
0 
0 
0 

.6 

0 

1.1 
.6 
57.7 


Viruses-Or  allergies 
Sleep  problems 
Hemorrhoids 
Blood 
Other 
Missing 


8»  Mother's  Health  Rating 

o  '       *  very  coc6 
Good  ° 
'  Fair 
|  Kissing 

9   Father  Under  Doctor's  Care 

Regular  Checkups  Only 

;  •  Yes 
V      No,  J 
Oon^T  know 
,  .Mlssinn 

9   Why  Father  Under  Ooctor's  Care 

Viruses  or  allergies 
Sleep  problems 
.  Hemorrhoids 
G.U./Breast 
Neuro-Musculo-Skel .  < 
rBl^od  c 
Emoti/onal 
Other  ; 
Missing 


N 
T 
2 
2 
2 
3 

167 


N 

4 
1 
1 
2 
6 
2 
1 
9 
151 


10  Should  Father  Be  Under  Doctor's  Care  N 


fes 
No 

-Mlssinn 


24 
101 
52 


10 


Why  Should  Father  Be  Under  Doctor's  Care 


Viruses  or  allergies 
Sleep  problems 
Neuro-Musculo-Skel . 
Emotional  1 
Other 
Missinn 


Father's  Health  Rating 

Very  good 
Good 
Fair 
Poor 


123 
39 
5 
2 


12 


Child  Under  Ooctor's  Care 


T 


Reqular  checkups  only  1£4 

Yes  10 

No  «  1 

'Missing  ~"  ~ — 2" 


X 


Why  Child  Under  Doctor's  Care 

Viruses  or  allergies  5 

Sleep  problems   "  2 

Other  11 

Missing  159 


ERLC 


35; 


6.8 
40.7 
52.5 


% 

".6 
1.1 
1.1 
1.1 
1.7 
94.4 


N 

% 

115 

65.0 

50 

28.0 

11 

6.2 

1 

.6 

N 

* 

52 

29.4 

24 

13.6 

90 

50.8 

? 

1.1 

9 

5.1 

2.3 
.6 

3.4 
1.1 

.€' 
5.1  . 
85.3/ 


13.6 
57.1 
29.4 


4 

1.1 
1.1 
.6 
4.0 
89.3 


69.5 
22.0 
2.8 
1.1 


92.7 
5.6 
'  .6 
irl^ 


2.8 
1.1 
6.2 
89.8 
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27 


Child's  Health  Rating 

 Very  qqod 

Coda 
Fair 

*  Poor 


Child  Frinary  Caregiver 

Mori 
Dad 
Other 


H 

1 

148 

'  83.6 

25" 

*  14.7 

2 

1.1 

1 

.6 

168 
2 
7 


?4.0 
1.1 
4.0 


33   Mother'-sfAclivity  wjth  Child  (3  responses) 


Rocking  -  singing 
Talk 

Visual  Play  « 
Motor  Play 
Unspecified  ptay 
In  mom's  activity 
Hold 
Other 
Missing' 
Social  play 


X 

u 

X 

U 

I 

34 

19*2 

4  ' 

2.3 

0 

0 

'57 

32.2, 

12 

6.8 

2 

1.1 

6 

3.4 

5 

2.8 

1 

.6 

31 

17.5 

19 

10.7 

7 

4.0. 

30 

16.9 

38 

21.5 

6 

3.A 

4' 

2.3 

7 

4.0 

3 

r.7 

14 

7.9 

27 

p  15.3. 

13 

•7.3 

1 

;  .6* 

12 

6.8 

5  - 

2.8 

0 

0 

44 

24.9 

134 

75.7 

0 

0  ■ 

9 

5.1 

.  6 

3.4 

2? 


ftr*vjnt  Husband  Involved  in 
Ca  replying 

Hone 

;  I         Very  little 
I  Voderate 
r»oo<j.  bit 
(;reat  de?l 
Missing 


^ansfArtjnn  *it^  t usband'  s  Ore 


■t  33 


vi'ssing 


jo- 


tfny  Not  Satisfied  w«tn 
Husbands  Care 


6 

23 
76 
33 
26 
ft 


W 
2*>  " 
11 


3.* 
15.8 
42.9 
18.6 
14.7 

4.5 


80. P 
13.0 
6.2 


More  than  nettled 
*5  much  as  he  can 
Not  consistent 
Kissinn  1 

r 

i 
1 

174 

.f 
.f 
.6 
9R.3 

30 

Specific  father  Caretakino  Activities 

Dtipers 

'lot 

33 
144 

1P.6 
81.4 

Feeds 

no 
Yes 

43 
129 

27.1 

72.9 

30. 

father  CaretaNnq  (cont'd) 

Bathes 

No 
ves 

mT 

76 

57.1 

42.o 

Ko 
Yes 

16 
161  , 

9.0 
91.0 

Soothes 

No 
Yes 

48 
129 

.27.1 
72.9 

Nothing 

JiO 

Yes  , 

170 
7 

96.0 
4.0 

.Stimulates 

no 

126 

71.2 

t 

Yes 

51 

28.8 

Caretakinq 

No 
Yes 

164 
13 

92.7 
7.3 

House  Cnores 

Yes 

174. 
3 

98.3 
1.7 

33 


34 


Tine  Spent  in  Activity 

Less  than  15  minutes 
15-29  minutes . 
30  -  44, minutes 
45  -  09  minutes 
1  -  2  hours 
2-3  hours 
More  than  3  hours 
*  Other 
Hissing 


Mother's  Activity  Times/Day  j 

One 
m  Two 
' Three 

Four 

Five 

Six 

Seven  * 
Eight 
Nine 
Ten 

Eleven  - 
•  Twel vc 

*  '  Fifteen 
Eighteen 
Twenty 
Twenty- four 
*  ,  hissing 


Does  Child  Need  More  Tire 
When  Mother  Busy 


34  ,  How  Mother  Handles 


Carry 
Let  cry 
Play 
Talk 

Place  in  view 
Place  out  " 
Plan  work  around 
Other  * 
Missirw 


11 

42 
3Q 
37 
<  20 
25 
6 
5 
1 

^ 


57 
99 
21  I 


16 
5 
4 
5 

'21 
4 
8 

18 

96 


23.7 
22.0 
20.9 
11.3 
14.1 
3.4 
2.8 
.6 
1.1 


2 

1.1 

17 

9.6 

25 

*14.'l 

34 

19.2 

23 

'  13.0 

30" 

16.9 

8 

4.5 

7 

4.0 

2 

1.1 

7 

4.0 

5 

2.8 

1 

.6 

3 

1.7 

1 

.6 

? 

1.1 

1 

.6 

9 

5.1 

32*.  2 
55.9 
11.9 


9 

2.8 
2.3 
2.8 
11.9 
2.3 
4.5 
10.2 
54.2 


31  Father  Teaching  (2  responses) 


.  H 

% 

IL 

* 

Doesn't  teach 

2) 

11.0 

0 

o" 

Eye  skills 

15 

8.5 

1 
1 

.6 

Grasping 

40 

22.6 

7 

4.0 

Language  • 

46 

26.0 

12 

6.8 

Eating 

3 

1.7 

4  — 

-  -2,1  

Motor  Development 

32 

.  18.1 

35 

19.8 

Playing  with  toys  -  gan/»s 

5 

2.8 

18 

10.2 

Social  development 

11  • 

•  6.2 

15 

8.5 

Other 

3  ■ 

1.7 

4 

2.3 

Missing  ' 

1  • 

.6 

81 

45.8 

32  Amount  of  Time  Father  Spends  With  CUId 
>      —  ^ 

7 

27 
49 
39 
39 


ERLC 


Less  15  minutes 
15  -  60  minutes 

1  "  2  hojrs 

2  -  3  hours 
More  3  hours 


4.0 
15.3 
27.7 
22.0 
22.0 


3  SB 


/ 


Four  Honth       APPENDIX  5.7  ~   Pige  T2 


.35  -Mother's  Teaching  Activity  (3 . responses) 

N 


Ooesn't  teach 
.  tyt  skills  .  . 

Grasping 

Unguage 
^Eating 

*Motor.  development 
pl*>*Jth  toys  -  games 
Social- dei  ■ 
Other 
Hiss Inn 


development 


4 

'  13 
60 
38 
10 
28 

.  11 
10 
3 

0/ 


X 

N 

*  I 

N 

% 

2.3 

7.3 

,  1 

.6. 

33.9 

12 

6.8 

5 

21.5 

15 

8.5 

8  ' 

4.? 

5.6  / 
15.8  / 

5 

'2.8' 

2 

1.1 

63 

35.6 

10 

5.6 

6.2 

13 

7.3 

10 

5.6 

5.6 

10 

5.6 

9 

■  5.1 

1.7 

Q 

5.1 

1 

.6 

0  . 

•49 

-  27.7 

132 

J4.6 

.  Nature  of  Sleep  Concern 

Disruption  in  sleep 
Not  getting  enouoh* 
m.    Short  sleep  senmcnts 
'   Restlessness,  *  . 
*  Lack  of  schedule 
,    .  Doesn't  sleep  s  niqht 

Epenlng  tedtlme  late 
i  -  Other 
-  Vising 

*  bating  ^verAll  ^hythnicity 

Regular. 
.  .  Variable^ 
V  *  Irregular  ■  * 


Acceotlno- 

Variable" 

•iithtlrdwira 


VI 


51 


(tve 


IdeotabJe 
•Variable 
Slow  i 


''....Rate  intensity 


ft 

*  ^ 

•2 

.  T.i 

7 

4.0 

4 

'  2.3 

1 

.6 

4  . 

,  2.3 

4 

:  2.3 

2 

1.1 

7 

4.0 

146  • 

0  82.5 

*8 

-  -27.1 

120. 

67.8 

■  9  ■ 

5.1" 

ft 

% 

155 

87.6 

20 

11.3 

o 

1.1 

* 

Variable 
Culet  * 


146 

28 
3 


77 
81 
19 


52.5 
15.8 
1.7 


43.5 
45.8 
10.7 


62 


no tnemooa  nee ts  expectations 

41* 

N 

*  t 

Yes 

105 

59.3 

No 

64 

36.2 

Mlssinq 

* 

8. 

*  - 

Comments  Re:  Expectations 

H 

t 

No  expectations 

22 

.12.4  * 

Conies  naturally 

2 

1.1 

Better 

-  6i 

36.2 

Worse  • 

0  " 

4.5 

Demanding 

11 

6.2" 

Experience  Helps 

1  " 

.6* 

Like  babies  / 

2 

1.1 

_  Responsibility 

2 

1.1 

Other 

10 

5.6 

Hissing 

55 

31.1 

63  Mother's  Primary  Concerns  (3  responses) 


Parents'  health 
Child's  health! 
Rearing  -  char, 
■Tearing  -  phy.  ? 
Finances 
Practical. 
Fanlly  relations 
Parenthood 
Other 
Hissing 


64  Father's  Primary  Concerns  (3  responses) 


n 

X 

* 

.!i 

■  *» 

u 

6.2 

1  0 

0 

2 

1.1 

27 

15.3 

8 

a. 5 

r 

.6' 

8 

4.5 

11 

6.2 

•  l 

.6 

7 

4.0 

6 

3.4 

4 

?*.3 

24 

13.6 

14 

7.9 

A 

?.3 

26 

14.7 

12 

6.8 

10 

5.6 

8  . 

4.5 

2 

\\\ 

35 

'  19.8 

15 

8.5 

.    1  ' 

.6 

15 

8.5 

5 

2.8 

2 

1.1 

14 

7,9 

98  * 

55.4 

160 

9D.4 

Parents*  health 

7 

4,0 

4 

2.3- 

'  1 

.6, 

Child's  health 

10 

5.6 

8 

4.5 

Rearing  -  char. 

7 

4.0 

1 

.6 

1 

.6 

Rearing  -  phy. 

2 

1.1 

2 

1.1  - 

Finances 

76 

'  42.9 

20 

11.3 

1.1 

Practical 

- 15 

8.5 

0.6 

2 

Family  relations 

,  9 

5.1 

5 

2.8 

4r 

;  l\ 

Parenthood 

19 

*  10.7 

1  , 

4.0 

1 

:"  .6 

Other 

10 

5.6 

2 

1.1 

Missing 

22 

12.4 

111 

62.7 

166 

93.8 

53'    -  Rate  Overall  aistractibility 

■   f        Easily  66 

^Var1a>le  88 

'  *     *          f^jfc  easily  23 

•  55    ■  Threshold  Rating" 

'    Very  sensitive  31 

Hoderately6sen$jt1y*  101 

.   .  Mildly  sensitive  41 

Missing        •  1 


37.3 
49.7 
13.0 


17.5 
5J.1 
24.9 
.6 


Length  Minutes 

15  -  190  minutes 
*  Mean  »  38M 

Missing  65 
/ 


'Median  31.6** 
36.7% 


58 


Rate  Hood 


Happy 
Variable 


1C7 

20 


88.7 
11.3 


°59     •  Rate  Persistence  ' 


bona  time 

Variable 

Momentarily 


51 
106 
20 


W    „  Feelings  Re: 


Motherhood  (2  responses) 
N 


Positive 
■  Neutral 
r.Ambivalent 

Negative 

Other 

Responsibility 

Challenge 

Adjusting 

Fulfilling 

Missing 


163 
3 
7 
2 
2 


28.8 
o  g 

3 


92.1 
1.7 
4.0 
U 
1.1 


.1 
0 
4 
2 
9 
8 
7 
11 
9 

126 


.6 

0 

2.3 
1.1 
5.1 
4.5 
4.0 
6.0 
5.1 
71.2 


•ERJC 


\ 


370. 
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EIGHT  MONTH  FREQUENCY  DISTRIBUTION 


Question 


^1      Change  in  Marital  Status 

tio  Change 
Married 
•Divorced 
•  Separated 
Back  together 


Eaby  Ccscrjpjjgn 

Physical  development 

Positive  tenperancnt 

>teca t  i  ve  terrperanen t 

dependency 

Individuality 

rther  * 

nlssina 


'^other's  experience 

»o$Ufve  feeling 

>gative  feeling 

A.iiustlno 

IrprovMng 

Tirinq 

o»her • 

ri«lnr 

FulfHHno 


bother's  Health  Description 


158 

97.5 

1 

'.S 

1 

g 

1 

1 

.6 

c 

N 

* 

*. 

N 

* 

N 

% 

47 

29 

19 

11.7 

4 

2.5 

88 

54*3 

26 

16 

4 

2.5 

6 

3.7 

13 

8  « 

A 

2.5 

1 

.6 

1 

.6 

1 

.6 

16 

9.9 

43 

26  2  5 

23 

1  A  9 
14.  C 

4 

.2.5 

4 

2.5 

4 

2.5 

56 

34.6 

122 

75.3 

N 

H 

~*  . 

N 

X 

120 

74.1 

4 

2.5 

0 

0 

16 

9.9 

7 

4.3 

0 

0 

2 

1.2 

3- 

1.9 

2 

1.2 

( 

1.7 

32 

19.8 

0 

0 

8 

4.9 

S 

4.9 

0 

0 

6 

3.7 

17 

-  10.5 

2 

1.2 

4 

2.5 

90 

55.6 

158 

97.5 

0 

Q 

1 

.6 

0 

0 

Excellent 

-Good-      —  - 
FMr 
.Poor' 

"Jo  problems 
Missing 


18 
113 

2 

2 

22 


11.1 
69.8 
1.2 
3.1 
1.2 
13.6 


5b    Mother's  Health  Problem  (3  responses) 


N 

& 

Jt  N 

1 

Viruses  or  alleroies 

47 

29 

n 

♦    0  0 

0 

si«ep  problems 

4 

? 

2       l  C 

1.9  0 

0 

G.U.  -  Breast 

2 

1 

1.?  0 

•  0 

Habit  control 

3 

1 

9  0 

0  0 

0 

Neuro-Musculo-Skel . 

2 

1 

2  0 

0  0 

0 

^lood 

1 

v  w 

5  i 

.6  0^ 

0 

Emotional 

2 

1 

2  1 

.6  1 

Other 

15 

9 

3  3 

"•1.9  1 

Miss inn 

•  86 

53 

159 

93.8  160 

98. 

Mother  Under  Doctor's  Care 

Ji 

% 

Regularrcheckups  only 

51 

31.5 

■  Yes  \ 

48 

„  2-9.6  - 

No* 

61 

37.7 

2 

1.2  » 

wRy  Mother  Under  doctor's 

Care  (2  'responses) 

N 

% 

N  % 

Viruses  or  allergies 

iff 

T.2  * 

If  JS 

Hemorrhoids  ♦ 

1 

.6 

0  0 

G.U.  -  Breast 
Neo"0-Musculo-Ske) . 
Blood  * 

5 

3.1 

1  .6 

* 

4 

2.5 

0  0 

1 

-.6 

1  .6 

Emotional 

2  X  1.2 

1        *  .6 

dither. 

iO 

12.3 

0  0 

Missinq 

119 

73.5 

ISO  98.1 

Should  Mother  Be  Under  Doctor's  Care 

N 

% 

Yes 

13 

8.0 

No 

97 

59.9 

Kissing 

52 

32.1 

9b 


10 


Mother  S  neaitn  nanny 

y 

very  good 

102 

63.0 

Good 

45 

27^8 

Fair 

11 

6  8 

i  Poor 

2 

1.2 

1  Missinq 

i 

2 

1  2 

Father  Under  Doctor  s  Care 

M 
M_ 

♦Regular  checkups  only 

00 

22.2 

TcS 

33 

20  4 

NO 

86 

53*.l 

1 

-6 

Missing 

6 

3*7 

i 

Why^  Father  Under  Doctor's  Care 

- 

U4  vmrac    am    ■%  1  1  Akin 4  Af 

viruses  or  uiieiyies 

7 

4.3 

Neuro'Musc.-Skel . 

2 

K2 

81  ood 

2 

1 .2 

Emotional 

1 

!6 

Other 

8 

4.9 

Missing 

142 

87.7 

Should  Father  Be  Under  Doctor's  Care 

Yes 

15 

9.3 

No 

106 

65.4 

N             Don't  know 

2 

1.2 

Missinq 

39 

24.1 

Why  Should  Father  Be  Under  Ooctor's 

Care 

Hemorrhoid 
Jiabi  t  control 
.Emotional 
Other 
Missing 


11      Father's  Health  Rating 


12 


Very  qood 

Good 

Fair 

Poor 

Missinq 


Child  Under  Doctor's  Care 


Regular  checkups  only 

Yes 

No 

Missing 


12  b   Why  Child  Under  Doctor's  Care 

Viruses  or  allergies 
*  Neuro-Musc.-Skel .  • 
Other 
Missing 


14*    "Child  Health  Rating 

n Very  qood 
Good 
Fair 
:  Missing 


1 
1 
1 

4 

155 


112 
40 
3 
1 

6 


137 
20 
2 
3 


9 

r 

6 

146 


122 
34 
2 
4 


.6 
.6 
.6 

2.5 
95.7 


69.1 
-24.7, 
1.9 
.6 
3.7- 


84.6 
12.3 
1.2 
1.9 


5.6 
.  ,6 
3.7 
90.1 


75.3 
21.0 
1.2 
2.5 
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27      Child's  Primary  Caregiver 

Mom 
Ddd 
Other 
Missing 


28      Amount' Husband  Involved  In  Caregivirg 

tone  I 
;         Very  little  1 
federate  amount 
•  •      .  Good  bit 

Great  deal 
fissinq 


29     gatjsfac tton  Tt'Uh  Husband's  ?*rp 
Yes 

.  Missing 


150 
1 

10 


4 
28 
65 

38 
24 
3 


115 
21 


fhv       S&tAsfM  V1th  Husband's  Care 


Mi?«;irq 

v  fatne>  Teeds 

-  ^  \P 

Father  Batnes 
Father  Plays 

»y 

<-o^*Ves 
Father  Soothes 
No 


■tore  *,han  needed 
»:  ccnsistcn* 


1 

'  1 
4 

;  156 


31 
»31 


'  27 
135 


Father  Oces  ffotninq 


No 

Yes 


Father  Stiarulates  . 
HQ 

Yes 

Father  floes  Caretaking 


_  «Q  — 

Yes 

Father  Does  House  Chores 
No 

Yes 


77 
85 


5 

15' 


37 
125 


V,7 


98 
74 


154 

8 


161 
1 


31      Father  Teaching  Activity  12  responses) 

N 


o 

ERLC 


Ooesn't  teach 
Eye  skills 
Grasping 
Language" 
gating 
Mosor  Development 
Pla.  fng  with  toW 

g.mes  | 
Social  development 
Other 
Missing 


13 

2 

8 
57 

3 
27 
1 
I 


*2.6 
.6 
6.2 
.6 


2.5 
17.3 
40.1 
23.5 
14.8 

1 


83.3 
14.8 
1.9 


3  


19.1 
80.9 


16.7 

83  3 


47.5 
52.5 


3.1 
96.9 


22.8 
77.2 


96.9/ 

3.r 


54.3 
45.7 


95.1 
4.9 


99.4 
.6 


N 

% 

8.0 

0 

0 

1.2 

1 

.6 

.6 

2 

1.2 

2>.6 

14 

8.6 

^.9 

6 

3.7 

35.2 

17 

10.5 

1.9 

5 

3.1 

IS.  7 

26 

16.0 

.6 

3 

1.9 

1.2 

88 

54.3 

32      Amour.tof  Time  father  Spends  w/  Child  n 


None 

Don't  know 

Less  than  15  min. 

15  -  60  min. 

1  -  2  hours 

2-3  hours 

More  than  3  hours 

Missing 


33  Mother's.Activlty  (3  responses)  n 


RocMng-singing 

Talking 

Visual  play' 

Motor  play 

Social  play 

Unspecified  play 

In  mother's  activity 

Hold 

Other 

Missing 


33      Time  Spent  In  Activity 

Less  tfian  15  min. 
15  -  29  min. 

 30  -  44  min. 

45  -  59  min^. 
1  -  2  hours 
2-3  hours 
More  than  3  hours 
Other 


33      Mother's  Activity  Times  per  Day 


One 

Two 

Three 

Four 

Five 

Six 

Seven 

E1oht 

Nine 

Ten 

t'leven 

Twelve 

Thi  rteen 

Fourteen  - 

Sixteen 

Twenty 

Twenty -four 

Forty 

Missing 


Does  Child  Need  More  Time  1 
Mother  Busy 


Yes 
No 

Variable 
Missing 


34b     How  Mother  Handles 


Carry 
Iqnores 
Let  cry 
Play 
Talk 

Place  in  view 
Place  out  of  view 
Plan  work  around 
Other 
Missing 


H 

52 

32.1 

35 

21.6 

24 

14.8 

13 

8.0 

!Q 

11.7 

10 

6.2 

6 

3.7 

3 

l.o 

11 

14 

25 
29 
16 
16 
17 
7 
? 
6 
3 
1 
1 
1 
1 
4 
1 
1 
6 


54 
77 
30 
1 


18 
7 
3 
7 
1 

12 
3 
3 

7b 


6.8 
3.6 
15.4 

17.9 
9.9 
9.9 

in. 5 

4.** 

1.2 
3.7 
1 .9 
.6 
.6 
.6 
.6 
2.5 
.6 
.6 
3.7 


33.3 
47.5 
18.5 
.6 


11.1 
4.3 
1.9 
4.3 
.6 
7.4 
1.9 
1.° 
20.4 
46.3 


3.72 


\ 
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35      Mother  Teaching  Activity  (3  responses) 


Doesn't  teach 
Grasping 
language 
Easting 

Motor  development 

Playing  with  foyVgames 

Social  development 

Other 

Eye  skills 

Hissing 

Influence  in  'Child's  Life 

Mon 
Dad 

Both  parents 

Relatives 

Other  people 

People  in  general 

Extended  family 

Other 

Missing 


% 

N 

m 

u 
n 

7 

4.3 

0 

0 

1 

.6 

3 

1 .9 

2 

1.2 

1 

.6 

61 

37.7 

8 

4.9 

5 

3.1 

26 

16.0 

28 

17.3 

2 

1.2 

33 

20.4 

32 

19.8 

2 

1.2 

4 

2.5 

11 

6,8 

7 

4.3 

26 

16.0 

22 

13.6 

14 

8.6 

2 

i'? 

2 

1.2 

2 

1.1 

0 

3 

1.9 

0 

0 

0 

0 

54 

33.3 

128 

79.0 

74 
7 

44 
3 
4 
9 
2 

12 
7 


Activity 


Highly  active 
Moderately  act<v 
HHdly  s^cive 


Sleep  Concern 


Yrs 

NO 


iOO 
61 
1 


54 
108 


41a     Mature  or  Sleep  Concern 


Disruption  in  sleep"  1 

Not  gettino  enough  9 

Short  sl^eP  segments  3 

Restlessness  4 

Lack  of  schedule  3 
Doesn't  sle^  through  night  5 

Evening  bedtime  late  3 

Other  l 

Missira  133 


42      Pate  Overall  ^hytK^ic'ty 

Reguiar 

Variable 

Irregular 


46      Rate  Approach 


Accepting 
Variable 


50      Rate  Overall  Adaptability 

Adaptable 
Variable  4 
Slow  to  adapt 
Missing 


51      Rate  Intensity  • 

Intense 

Variable 

Quiet 


40 
115 

7 


147 
15 


131 
26 
3 
2 


71 
81 
10 


45.7 
4.3 

27.2 
1.9 
2.5 
5.6 

r.2 

7.4 
4.3 


'istic  of  Influence 

H 

* 

N 

*■ 

Love 

17 

10.5 

r 

.6 

Consistence 

5 

3.1 

1 

.6 

Attention- time 

59 

36.4 

3 

1.9 

Security 

9 

5.6 

2 

1.2 

Inanimate  stimulation 

4 

2.5 

0 

0 

Animate  stimulation 

If 

9.9 

8 

4.9 

Caretaking 

6 

3.7 

5 

3.1 

Positive  attitude 

16 

9.9 

6 

3.7 

Other 

21 

13.0 

3 

1.9 

hissing 

9 

5.6 

133 

82,1 

61.7 
37.7 
.6 


33.3 
66.7 


.6 
5.6 
1.9 
2.5 
1.9 
3.1 
1.9 

.6 
82.1 


24.7 
71.0 

4.3 


90.7 
9. J 


80.9 
16.0 
1.9 
1.2 


43.8 
50.0 
6.2 


64 


55      Threshold  Rating 


Very  sensitive 
Moderately  sensitive 
Mildly  sensitive 
MiSSlno 

58  Rate  Hood 

Happy 
Variable 
Missing 

59  Rate  Persistence 

Long  tine 
Variable 
Momenta -Hy 

61      Feelings  Re  Hotherhnod  (2  responses) 


Positive 

Neutral  x 

Ambivalent 

Negatl  ve 

Adjusting 

Other 

Missing 

Fulfilling 

Challenging 

Responsibility 

62      Motherhood  Meets  Expectations 

Yes 
No 

Missing 

Comments  Re  Expectations 

No  expectations 

Better 

Horse 

(Demanding 

Experience  helps 

Like  babies 

Responsibility 

Other 

Missing 


45 
84 
31 
2 


144 
17 
1 


46 
102 
14 


27.8 
51.9 
19.1 
1.2 


88.9 
10.5 
.6 


28.4 
63.0 
8.6 


u 

X  ! 

N 

14* 

8S.9 

i 

5 

3.1 

\  0 

0 

8 

4.9 

\  2 

.  1.2 

1  , 

.6 

\2 

1.2 

\  .5 

V 

1.9 

1 

^  .6 

}\ 

7.4 

2 

1.2 

116\ 

71.6 

0 

0 

20  ) 

12.3 

0 

0 

4  ( 

2.5 

0 

0 

3  \ 

1.9 

85 
60 
17 


15 
51 
11 
7 
5 
3 
1 

19 
50 


63      Mother's  Primary  Concern  (3  responses) 


Length  Minutes  of 

Interview 

N 

f  X 

Fifteen  minutes 

1 

.6 

Twen  ty 

3 

—  1.9 

Twenty- five 

8 

4.9 

Thirty* 

26 

16.0 

Th1 rty-five 

16 

9.9 

Forty 

12 

7.4 

Forty- five 

11 

c.6.8 

N 

Fifty  2 
Fifty-five  4 
Sixty  1 
Ninety  4 
One  Hundred  1 
One  Hundred-Five  1 
One  Hundred- 
Twenty  •  3 
Missing  69 


52.5 
37.0 
10.5 


9.3 
31.5 
6.8 
4.3 
3.1 
1.9 
.6 
11.7 
30.9 


N 

% 

N 

% 

U 

X 

Parents'  health 

4 

2.5 

1 

.6 

1 

.6 

Child's  health 

26 

16.0 

4 

2.5 

0 

0 

Rearing  Character 

6 

3.7 

2.5 

2 

1.2 

Rearing  Pb>s1cal 

5 

3.1 

3 

1.9 

0  » 

0 

Finances 

38 

?3.5 

8 

4.9 

1 

.6 

Practical 

22 

13.6 

14 

8.6 

1 

.6 

Family  relations 

& 

3.7 

11 

6.8 

2 

1.2 

Parenthood 

26 

16.0 

9 

5.6 

5 

3.1 

Other 

10 

6.2 

4 

2.5 

2 

1.2 

Missing 

19 

11.7 

104 

64.1 

148 

91.4 

ather's  Primary  Concern  (3 

responses) 

Parents'  health 

4 

2.5 

1 

.6 

—6 

Child's  health 

10 

6.2 

7 

4.3 

1 

.6 

Rearing  character 

8 

4.9 

2 

1.2 

1 

.6 

Rearing  physical 

2  * 

1.2 

0 

0 

0 

0 

Finances 

76 

46.9 

9 

5.6 

0 

0 

Practical 

18 

11.1 

16  * 

9.9 

0 

0 

Family  relations 

3 

1.9 

5 

3.1 

0 

0 

Parenthood 

10 

6.2 

4 

2.5 

7 

4.3 

Other 

7 

4.3 

3 

1.9 

4 

2.5 

Missing 

24 

14. -8 

115 

71.0 

149 

92.0 

1.2 
2.5 
.6 
2.5 
.6 
.6 

1.9 
42.6 
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TVELVE  HONTH  INTERVIEW 
FREQUENCY  DISTRIBUTIONS 


QUESTION 


CHANGE  IN  MARITAL  STATUS  (Since  8  month  visit) 

N 

X 

No  Change 

172 

89.1 

Married 

1 

.5 

Divorced 

1 

!5 

3 

1 .6 

Mi  <<i  nn 

16 

8,3 

INCOME  PAST  12  MONTHS 

N 

2  -  3,000 

1 1 

5.7 

3  4,000 

5 

2.6 

■4  -  5,000 

£ 

1.0 

5  -   6. COO 

5 

2.6 

6  ■  7,000 

5 

2.6 

7  -  COCO 

A 

2.1 

&  -  S,C00 

lb 

7.8 

9  -  10,000 

13 

6.7 

jo  -  n  ,coo 

P 

6.7 

?7 

14.0 

\2  •  13.000  * 

\? 

6  2 

V<  -  14,000 

'i 

7^3 

*4  -  15,000 

U 

7.3 

:  =5  .  ?o  ,ooo 

)9 

0.8 

20  -  30,000 

8 

4.1 

Over  10,000 

2 

1.0 

V.issinq 

16 

8.3 

Don  t  K'now 

8  " 

4.1 

FATHER'S  OCCUPATION 

% 

Unskilled 

Seni-skllled 

Skilled 

Professional 

Undergraduate  Student 

Graduate  Student 

Other 

Blank 

No  Response 

FATHER  WORKED  STFAOY 

Yes  • 
No 

Don't  Know 
Missinq 
No  Response 

WHY  NOT  r 

111 

Seasonal 

Student 

Couldn't  Find 

Jail 
.Other 
-M1ss>inq 

No  Response 


7 

36 
50 
66 
10 
1 
1 

16 
6 


n 

129 
34 
1 

16 

n 


9 
3 
9 
7 
2 
3 

16 
144 


FATHER  CONTRIBUTING  TO  FINANCIAL  SUPPORT 

M 


Yes 
No 

Missing 
No  Response 


159 
10 
16 

8 


3.6 
18.7 
25.9 
34.2 
5.2 
.5 
.5 
8.3 

3.; 


66.8 
17.6 
.5 
8.3 
6.7 


4.7 
1.6' 
4.7 
3.6 
1.0 
1.6 
8.3 
74.6 


82.4 
5.2 
8.3 
4.1 


CHILO  DESCRIPTION 


One 


Two 


Three 


9a 


9c 


N 

i 

N 

X 

N 

i/un  c  ^now 

0 

c 

i  n 

1  .  U 

o 

o 

0 

0 

Like  Others 

1 

.5 

0 

0 

0 

0 

Physical 

116 

60.1 

3 

1.6 

0 

0 

Pos.  Temp 

33 

17.1 

39 

20.2 

2 

1.0 

Nag.  Temp 

9 

4.7 

12 

6.2 

1 

.5 

Oependent 

1 

.5 

3 

1.6 

0 

0 

Individuality 

9 

4.7 

22.8 

15 

7.8 

Other 

5 

2.6 

4 

2.1 

"  2 

1.0 

Missing 

16 

8.3 

16 

8.3 

16 

8.3 

No  Response 

1 

.5 

72 

37.3 

157 

81.3 

MOTHER'S  EXPERIENCE 

One 

Two 

Three 

N 

X 

N 

* 

N 

1 

Positive 

100 

51.8 

2 

1.0 

.  0 

0 

Negative 

21 

10,9 

5 

2.6 

0 

0 

Adjusting 

17 

8.8 

10 

5.2 

0 

0 

Improving 

2 

1.0 

18 

9.3 

2 

1.0 

T*  ng 

9 

*  4.7 

14 

7.3 

1 

.5 

Fuirllling 

8 

4.1 

7 

3.6 

8 

4.1 

Other 

20 

10.4 

7 

3.6 

2 

1.0 

Mlsslna 

16 

•  8.3 

16 

8.3 

16 

8.3 

Mother's  Health 

0 

0 

•  ? 

1.0 

1 

.5 

Tied  Down 

0 

0 

2.1 

0 

0 

No  Response 

o- 

0 

108 

56.0 

163 

84.5 

MOTHER  WORKING  OR  IN  SCHOOL 

Yes 
No 

Missing 
No  Response 

DAYS  PER  WEEK 

One 

Two 

Three 

Four 

Five 

hissing 

No  Response 

CHILD'S  AGfc'  WHEN  BEGAN 

One  month 
Two  months 
Three  month' 
Four  months 
Five  months 
Six  months 
Seven  months 
Eight  months 
Nine  months 
Ten  mc.iths 
Eleven  months 
Twelve  months 
''Fifteen  months 
Missing 
No  Response 

CARETAKER 

Friend 
Relative 
Sttter 
Day  Care 
Missing 
No  Response 


9d      PLACE  OF  CARE\ 


ERIC 


3: 


ton  Home 
Out  of  Home 
Missing 
No  Response 


M 

87 
87 
16 
3 


10 
13 
14 

5 
48 
16 
87 


13 

2 

II 
9 
5 
9 
5 
5 
9 
9 
9 
4 
1 

16 

86 


20 
39 
20 

;o 

16 

88 


37 
54 
16 
86 


45.1 
45.1 
8.3 
1.6 


5.2 
6.7 
7.3 
2.6 

24.9 
8.3 

45.1 


v  6.7 
*  1.0 
5.7 
4.7 
2.6 
4,7 
2.6 
2.6 
4.7 
4.7 
4.7 
2.1 
.5 
8.3 
4'. 6 


10.4 
20.2 
10.4 
5.2 
8.3 
45.6 


19.2 
28.0 
8.3 
44.6 
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9f      SATISFACTION  WITH  CARETAKER 

Satisfied 
Dissatisfied 
Hissing 
No  Response 


ENJOY  HOST  ABOUT  CHILD 
N 


19 


22 


24 


26 


28 


30 


32 


Pride 

Observing  child 
Healthy,  Happy 
Care  taking 
Playing 

Saby  Independent 
Other 
Missing 
No  Response 


17 
124 
9 
1 

14 

5 
7 

16 
0 


HARDEST  PART  ABOUT  CHILD 


.Not  enough  tine 
Patience 

Not  able  to  get  out 
Responsibility 
'..naracter  Envelopment 
rhild  Care.  caretaKing 
On*  i  conmunlcate 
vi*$irtg 
\ct*tng 

Boms  cood  (ten 
CHilO'S  PHYSICAL  ACTIVITY 
M?gh 

Moderate  « 
Missing 


RHYTHMICITY 

Regular 

Variable 

Irregular 

APPROACH  WITHDRAWAL 

Accepts 
Variable 
Ki thdraws 
Missing 
No  Response 

ADAPTABILITY 


Adaptable 
Variable 
Sir  -  to  Adapt 
Missing 
No  Response 

INTENSITY 

Intense 
Variable 
Oulet 
Missing 
No  Response 

DISTRACTIBILITY 

Easily 
Variable 
Not  c 
Missing 
No  Response 

SENSITIVITY  TO  NOISES 


.Very 
Moderate 
Mildly 
Missing 


87 
1 

16 

89 


% 

45.1 


o.3 
46.1 


OTHER  RESPONSES 


% 

N 

% 

8.8 

0 

0 

64.2 

5 

2.6 

4.7 

6 

3.1 

.5 

3 

1.6 

7.3 

23 

11.9 

2.6 

1 

.5 

3.6 

0 

0 

8.3 

16 

8.3 

0 

139 

72.0 

N 

116 
61 
16 


60 
107 
10 


116 

53 
6 

16 

2 


125 
42 

7 
15 

4 


88 
81 
7 

15 

2 


5? 
97 
.  27 
15 
2 


53 
95 
28 
17 


OTHER  RESPONSES 


N 

% 

N 

X 

4 

2.1 

0 

0 

17 

8.8 

0 

0 

5 

2.6 

2 

•  1.0 

3 

1.6 

0 

0 

20 

10.2 

2 

1.0 

108 

56.0 

2 

1.0 

3 

1.6 

1 

.5 

16 

8.3 

0 

0 

17 

8.8 

0 

0 

0 

0 

2 

1.0 

60.1 
31.6 
8.3 


31.1 
55.4 
5.2 


60.1 
27.5 
3.1 
8.3 
1.0 


I 
64.8 
21.8 
3.6 
7.8 
2.1 


y 

45.6 
42.0 
3.6 
7.8 
1.0 


26.9 
50.3 
14.0 
>.8 
l  0 


27.5 
49.2 
14.5 
8.3 


34 


36 


38 


39 


40 


40 


MOOD 

N  ' 

X 

Contented 

157 

81.3 

Variable 

20 

10.4 

Missing 

1  D 

O.J 

PERSISTENCE  AND  ATTENTION  SPAN 

N 

% 

Long 

87 

45.1 

Variable 

83 

43.0 

Momentarily 

7 

3.6 

Missing 

16 

8.3 

TEMPERAMENT  CONCERN 

N 

ONE  j 

N 

TWO 

% 

Physical  Activity 

26 

13.5 

3 

1 .6 

Regularl  ty 

38 

19.7 

5 

2.6 

Approach 

6 

3.1 

2 

1 .0 

Adaptability 

6 

3.1 

3 

1 .6 

Intensity 

5 

2.6 

1 

.5 

Dlstractlblllty 

8 

4 . 1 

4 

2.1 

Sensitivity 

3 

1.6 

c  1 

.5 

"Mood 

2 

1.0 

4 

2.1 

Persistence 

1? 

6.2 

5 

2.6 

Missing 

15 

7.8 

15 

7.8 

None 

72 

.  37.3 

150 

77.7 

HOW  TO  TEACH  DISCIPLINE 

f\  T  Pkkt  t  T    1  Iff* 

DIDN  T  USE 

MISSING 

*  N 

X 

N  % 

-N 

% 

No  No  146 

75.6 

32  x6,6 

15 

7.8 

Slap  Hands  97 

50.3 

oi  41,0 

15 

7.8 

Remove  Object  28 

14.5 

150  f\7 

15 

7.8 

Remove  Child  66 

34.2 

112  58.0 

15 

7.8 

Distraction  44 

22.8 

134  69.4 

lb 

7.8 

Other  71 

36.8 

107  55.4 

15 

7.8 

THINGS  HAVE  HAD  TO  DISCIPLINE  $R: 
ONE 
N  % 

Danqerous  51  26.4 

Breakable  13  6.7 

Disturb  Parents  109  56.5 
Disturb  Others  1  .5 

Disturb  both^parents 

&  others  1  .5 

Missing  15  7.8 

No  Response  3      1 .6 


TWO 


THREE 


x  i 


METHOD  OF  HANDLING  DISCIPLINE 
ONE 


No  No 

Slap  Hands 
Remove  Object 
Remove  Child 
Distraction 
Spank  ~' 
Nothing 
Other  o 
Missing 
No  Response 


U 

93 
26 

/ 
4 

10 

2 

11 
15 

24 


4o\2 

13.5 
.5 
3.6 
2.1 

"5.2 
1.0 
5.Z 
7.8- 

12.4 


HOW  OFTEN  DISCIPLINE 


-  1  per  week 

-  6  per  week 

-  2  per  day 
•  5  per  day 
-10  per  day 
-20  per  day 

-  more  per  day 
Ot/ier 

Missing 
No  ResDOnse 


15.0 

21 

10.9 

2.1 

'  4 

2.1 

44.0 

38 

19.7 

.5 

1 

.5 

0 

7.8 

15 

7.8 

30.6 

114 

59.1 

TWO' 

THREE 

* 

N 

w 

26.9 

28 

14.5 

1.3.5 

9 

4.7 

2.6 

2 

1.0 

5.7 

8- 

4.1 

1.6 

2 

1.0 

4.7 

4 

.  2.1 

1.0 

2 

1.0 

3.1 

3 

1.6 

7.8 

15 

7.8 

33.2 

120 

62.2 

<• 

1 

T 

23 

11.9 

27  * 

14.0 

43 

22.3 

33 

17.1 

16 

8.3 

3 

1.6 

6 

3.1 

7 

3.6 

15 

7.8 

20 

10.4 

0 

ERIC 


375 


Twlvt  Mgngi 


42  & 

*43 


44 


45 


46 


48 


HUSBAND  WIFE  AGREEMENT  RE: 


None 

Very  Little 

Moderate 

Good  81 t 

Great  Peal 

Missing 

flo  Response  . 

AREAS  OF  DISAGREEMENT 

None 

Rewards  4 

Punishment 

Dependency 

Restrictions 

Sex  Typing 

Play    '  * 

Cther 

Missing 

No  Response 

hOW  MOTHER  MANAGES-  TIME 


OISCPLINE 
N  X 


APrtM0IX5.7  --..PiQf  18' 

49^      MOTHER  TEACHES 


CHIUJfl  EARING 
N  R 


5 
1 

20 
50 
95 
15 
7 


N 

52 
4 
33 
2 
50 
1 
2 
17 
15 
17 


2  6 
.5 
0.4 
5.9 
9.2 
7.8 
3.6 


3 
2 

13 
64 
86 
15 
10 


1.6 
1.0 
6.7 
33.2 
44.6 
7.8 
5.2 


26.9 
2.1 

17.1 
1.0 

25.9 
.5 
1.0 
8.8 
7.8 
8.8 


----- 

■  - 

N  „ 

X 

*  'V  m  IV  .     veil  VCI  WVI 

17.1 

Chil^  Centered         ^ ' 

vii.  . %•    vCIJVvl  vU 

JO 

50.8 

V  plfCI  v«'IVv.CV 

] 

r. 

Talk  Centered 

?.? 

11*4, 

- 

•Job  Centered 

t 

2.1 

Other 

14 

7,3 

^isslno 

16 

8.3 

c 

Ko  Response 

5 

2.6 

ACTIVITY  WITH  CKILO 

OTHER  RESPONSES 

H 

% 

N 

% 

N 

X 

Feck  Si  no  '     *  37 

19.2 

1 

.5 

2 

1.0 

Talk  Read  28 

14.5 

14 

7.3 

0 

0 

Visual  Play     x  -18 

9..3 

7 

3.6 

0 

0 

Motor  Play  24 

12.4 

20 

10.4 

3 

1.6 

Social  Play  12 

*  6.2 

4 

2.1 

2 

1.0 

.  Unspecified  43 

22.3 

23  - 

11.9 

6 

3.1 

2 

1.0 

3 

1.6 

1 

.5 

Hold  Carry  8 

4.1 

10  . 

5.2  - 

5 

2.6 

Other  2 

1.0 

0 

2 

1.0 

Misslnq            ,  15 

8.3 

16 

8.3 

16 

8.3 

No  Response  3 

1.6 

95 

49.2 

156 

80.8 

46 

AMOUNT  TIP.'  WITH  CHILD' 

N 

Less  than  15  minutes 

76 

39.4 

15  -  29  minutes 

32 

16.6 

30  -  44  1  'mutes 

18 

9.3 

45  -  59  minutes 

15 

7.8 

•1-2.  hours 

21 

10.9 

2.-3  hours 

6 

3.* 

3  hours  or  more 

3 

1.6 

Other 

1 

.5 

Missing 

16 

8.3 

Mo  Response 

5 

2.6 

ONE 


mo 


THREE 


50 


Nothing 

Visual  Skills 

Grasp 1ng 

Language 

Eating 

Motor 

Games -Toys 

Social  Develop 

Other 

Missing 

No  Response 

FATHER  TEACHES 


TIMES  PER  DAY 

$ne 

Two 

Three 

Four 

Five 

Six 

Seven 

Eight 

Ten 

Twelve 
Fifteen 
Missing 
No  Response 

CHILD'S  PLAY  AREA 

Run  of  House 
Certain  Rooms 
P'ay  Pen 
Ctfer 
Missing 
No  Response 


48 
33 
29 
16 
10 
15 
.  2 
3 
7 
1 

2 
16 
11 


73 
89 
3 
9 
16 
3 


24.9 
17.1 
15.0 
R.3 
5.2 
,7.8 
1.0 
1.6 
3.6 
.5 
1.0 
8.3 
5.7 


37.8 
46.1 
1  1.6 
4./ 
8.3 
1.6 


ERiC 


% 

% 

N 

% 

3 

1.6 

0 

0 

0  , 

0 

17 

8.8 

3 

1.6 

0 

0 

7 

3.6 

5 

2.6 

1 

.5 

93 

48.2 

16 

8.3 

3 

1.6 

18 

9.3 

28 

14.5 

3 

1.6 

22 

11.4' 

44 

22.8 

19 

9.8 

9 

4.7 

12 

6.2 

11 

5.7 

0  1 
c .  1 

19 

9.8 

vIO 

5.2 

1 

.5 

3 

1 .6 

5 

2.6 

16 

8^3 

16 

8.3 

16 

8.3 

3 

1 .6 

47 

24  !4 

125 

64.8 

ONE 

TWO 

THREE 

N 

% 

% 

N 

* 

6 

3.1 

0 

0 

0 

0 

10 

5.2 

1 

.5 

0 

0 

6 

3.1 

0 

0 

0 

0 

76 

39.4 

.12 

6.2 

0 

0 

7 

3.6 

14 

7.3 

0 

0 

40 

20.7 

40 

20.7 

15 

7.8 

11 

5.7 

12 

6.2 

7 

3.6 

6 

"3.1 

15 

7.8 

6 

3.1 

2 

1.0, 

3 

1.6 

0 

0 

16 

8.3 

16 

8.3 

16 

8.3 

13 

6.7 

80 

41.5 

149 

77.2 

N 

% 

N 

"  I 

3 

1.6 

'2 

1.0 

2  - 

1.0 

5 

2.6 

2 

1.0 

0 

0 

76 

39,4 

20 

10.4 

:7 

8.8 

8 

4.1 

6 

3.1  . 

1 

.5 

40 

5.2 

2 

1.0 

26 

13.5 

12 

6.2 

16 

8.3 

16 

8.3 

35 

18.1 

127 

■  65.8 

Nothing 

Visual  Skills 

Grasping 

Language 

Eating 

Motor 

Games-Toys  . 
Social  Develop 
Other 
Missing 
.  No  Response 


51        FUTURE  PLANS  FOR  CHILD 

Physical  Appearance 
Health 
Intelligence 
Education 
.  Social 
Material 
Spiritual 

Other  « 
Missing 
No  Response 


52  CHILD1 S  SUCCESS  IN  SCHOOL 

N  % 

Above  Average  51  26.4 

Average  98  50.8 

Below  Average  1  .5 

Donft  Know  24  12.4 

Missing  16  8,3 

No  Response  3  1.6 

53  H0><  FAR  IN  SCHOOL 

N  %  _ 

High  Schopl                    -  43  "  22.3 

Trade  School  6  3.1 

1  -  2  years  College  17  8.8 

Complete  Colleqe  77  39.9 

Peyond  Colleqe  6  3.1 

As  Child  Wants  21  10.9 

Other  1  ,5 

Missing  16  8.3 

No  Response  6      -  3.1 

54a      DEVELOPMENTAL  CONCERNS 

N  % 

Yes  52  26.9 

No                   "  116  60,1 

Missing  is 

No  Response  9 

54b      AREA  OF  "DEVELOPMENTAL  CONCERN 

ii  1 

Physical             -  21  10.9 

Self  Help  5  2.6 

Social  4  2.1 

Intellectual  2  1.0 

Receptive  language  6  3.1 

Expressive  Language  2  1.0 

Developmental  Milestones  1  .5 

Other  3  1.6 

Missing  16  8.3 

No  Response  133  68.9 


:7 


37« 


Twelve  Month 


EXTENT  CHILD  HAS  CHANGED  LIFE 
None 

Very  Little  . 
Moderate 
Good  Bit 
Great  .Deal 
Missing 
Mo  Response 

MOST  HELP 

Husband 

Relative 

Friend 

Organization  0 

No  One 

Other 

Massing 

No  Response 

KIND  OF  HELP 

-Emotional 
Physical 

Emotional -Physical 

Advice 

None 

°tner 

Plsslm.  , 
\'o  Response 

iXTEHT  OF  HELP 

»More  Than  Need  0 
As  Much  As  Needed 
Less  than  Heeded 
Lot  Less 
Missing 
No  Response 

MOTHERHOOD  FEELINGS 


Positive 
'  Neutral 
"^bivalent 
Negative 
Adjusting 
Other  . 
Missinq 
No  Response 
Responsibil itv 
'    Mengt;  b 
ining 
/ier 


N 

% 

2 

1 .0 

11 

5.7 

53 

27.5 

48  • 

?4.9 

62 

32.1 

16 

8,3 

1 

\5 

H 

I 

97 

50.3 

39 

203 

11 

5> 

9 

4'.  7 

7 

12 

6.2 

In 

8.3 

2 

.  1,0 

H 

X 

?4 

12.4 

39 

20i2 

51 

26.2 

39 

20.2 

4 

2.1 

15  ' 

7.8 

1  £ 
10 

8.3 

5 

2.6 

N 

y 

17 

8.8 

132 

68.4 

21 

10.9 

1 

.5 

16 

8.3 

6 

.  3.1 
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OTHER  RESPONSES 


N 

m 

N 

% 

160 

82.9 

1 

.5 

3 

1.6 

0 

n 

9 

n 

0 

1 

.5  , 

2 

1.0 

1 

.5 

i 

.5 

2 

1.0 

n 

0 

16 

8.3 

16 

8.3 

1 

.5 

154 

79.8 

0 

0 

2 

1.0 

0 

0 

3 

1.6 

0 

0 

4 

2.1 

0 

0 

10 

5.2 

FATHER'S  PRIMARY  CONCERN 


64 


ONE 


TVO 


THREE 


Parent's  Health 

Child's  Health 

Development 

Caretaklng 

Finances 

Practical 

Family  Relations 

Parenthood 

Other 

Missing 

No  Response 


4 

10 

8 
3 

96 
10 
10 
6 
3 

16 
27 


X  , 

2.1 
5.2 
4.1 
1.6 
*9.7 
.5.2 
5.2 
3.1 
1.6 
8.3 
14.0 


SUGGESTIONS  FOR  NEW  MOTHERS 

Feeding 
Teachl ng 

Activities  for  Parents 
"Relax^don't  worry* 
Accidents 

Child's  Temperament 

Other 

Missing 

No  Resoonse 

INFLUENCE  OF  STUDY  ON: 

Feeding 

Teaching 


No 
Yes 


No 
Yes 

Activities 

'  No 
Yes 

Health 

No 
Yes 

tcci  dents 

No 
,Yes 
Temperament 

No 
Yes 

Language 

No 
Yes 

Record  Keeping 
No 
Yes 


^0 
,N 

7 

10 
17 

4  . 
5 

16 
129 


0 

1.6 
.5 

\d 

5.2 
8.8 

2.r 

2.6 
8,3 
66.8 


0 
0 
1 
1 
2 
0 
0 
0 

'  1  * 
\  16 

H2 


0 
0 
.5 
.5 
1*0 
0 
0 
0 
.5 
8.3 
89.1 


N 

% 

8 

'  4.1 

7 

3.6" 

83 

43.0 

3 

1.6 

2 

1.0 

„5 

33.7 

16 

8.3 

9 

'  4.7 

'1 

% 

153 

79.3 

23 

11.9 

100 

51.8 

77 

39.9 

138 

71.5 

35 

19.7 

162 

83.9 

15  • 

7.8 

161 

83.4 

16 

8.3 

150 

77.7 

27 

14.0 

129 

66.8 

48 

24.9 

UO 

79.5 

37 

.19,2 

PLANS  FOR  OTHER  CHILORF'J 

Yes 
No 

Don't  Know  * 
Kissing 
No  Response 

MOTHER'S  PRIMARY  CONCERN 

ONE 


N 

132 
23 
19 
16 

3 


TWO 


68.4 
11.9 
9.8 
8.3 
1.6 


THREE 


N 

X 

N 

% 

-N 

I 

Parent's  Health 

13 

6.7 

1 

.5 

•  0 

0 

Child;s  Health 

1C 

5.2 

2 

1.0 

0 

0 

Development 

15 

7.8 

3 

1.6 

0 

0 

Caretaklng 

1.6 

4 

2.1 

.5 

Finances 

i 

32.1 

8 

4.1 

.5 

Practical 

16 

8.3 

11 

5.7 

.5 

Family  Relations 

15 

7.8 

17 

8,8 

1.6 

Parenthood 

13 

6.7 

10 

5.2 

1.0 

Other 

8 

4.1 

8 

4.1 

.5 

Missing 

16 

8.3 

16 

8.3 

16 

8.3 

No  'Respon  e 

22 

11.4 

113 

58.5 

c 

168 

37.0 

377 
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FREQUENCY  DISTRIBUTION  FOR  PARENT  PERCEPTION  VARIABLE  SETS 


Abs. 

Rel. 

Source 

v     Variable  Set 

Code 

Frequency 

Freguency 

Prenatal 

Mother's  Psycho- 

social Assets 

2.0 

? 

1.0* 

3.0 

4 

2.1 

4.0 

7 

3.6 

5.0 

24 

12.4 

c  t^ 
.    b./l  « 

2 

1.0 

'  6.0 

32 

16.G 

6.67 

2 

1.0 

0 

6.86 

3 

1.6 

7.0 

50 

25.9 

8.0 

61 

31.6 

Missing 

6 

3.1 

1  Moth 

0 

10 

5.2 

1.0 

46 

23.8 

2.0 

133 

$8.9 

Missing 

4 

2.1 

4  Month 

0 

3 

1 .6 

1 .0 

6 

3.1 

1.50 

6 

3.1 

2.0 

57 

29.5 

° 

3.0 

105 

54.4 

■ 

Missing 

16 

8,3 

ft  Mnnt-h 

o  nontn 

0 

3 

1  .t) 

1 .0 

10 

5.2 

i  ■  9U 

5 

CD 

2.0 

38 

19.7 

3.0 

106  ♦ 

54.9 

Mlsslnn 

31 

16J 

12  M  -nth 

o 

3 

1 .6 

1.0 

10 

5.2 

1 .50 

8 

4  J 

2.0 

69 

35.8 

3.0 

88 

45  6 

Missing 

15 

7^8 

Prpna t *  1 
n  ci  id  i q  i 

- 

Father  Invol  veroent 

0 

"12 

6.2* 

1 .0 

5 

2.6 

2.0 

7 

3.6 

2.5 

2 

1.0 

3.0 

6 

3.1 

3.75 

4 

2.1 

1 

4.0 

32 

16.6 

5.0 

119 

61.7 

Missing 

6 

3tl 

1   Mnnf h 

0 

34 

17.6 

* 

1.0" 

5? 

26.9 

1 .50* 

6 

3.1 

2 .0 

62 

32.1 

3.0 

35 

18.1 

0 

Missing 

4 

2.1 

s4  Monti. 

0  , 

12 

6.2 

1.0 

8 

4.1 

1 .25 

1 

.5 

1  .0/ 

1 

.5 

-2,'JU 

19 

9.8 

4 

2.1 

> 

o  n 

53 

27.5 

"J  7C 

.     o.  /b 

6 

'  3.1 

4.0 

44 

22.8 

5.0 

29 

15.0 

M.1ssinq 

16 

8.3 

ft  Month  1 

0  ' 

5 

2.6 

1 .0 

M 

8.8  , 

33 

17.1 

2.67 

.5 

3.0 

52 

26:9 

- 

4.0 

53 

M1ss1 no 

32 

16.6 

12  Month 

0 

12 

0  .c 

1.0 

48 

?4  Q 

1.50 

9 

4.7  i 

2.0 

eo 

41.5 

3.0 

28 

1*.5  1 

Missing 

16 

8.3 

1  Month 

Mother  Involvement 

0 

4 

2.1* 

1.0 

•  29 

15.0 

1.50 

11 

5.7 

2.0  K 

90 

46.6 

3.0 

55 

28.5 

Missing 

4 

2.1 

378 
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Source 


Variable  Set 


Code 


Abs.  Rel. 
Frequency  Frequency 


ERLC 


4  Month    (Mother  InvOlvwn*nt--rnnt,Hl 

o 

2 

1  n 
1  «u 

1.0 

42 

21.8 

1.50 

10 

5.2 

c  •  u 

CO 

35.8 

i  n 

■J*t 

9Q  O 

Miccino 
rti  55i  nq 

IC 

lb 

O.J 

8  Month 

1 
1 

c 
•  9 

1  (V 

1  .  V 

*t/ 

OA    A    '  « 

<:«*.*♦ 

c 

l  «;n 

lo 
10 

5.2 

2.0 

71 

36.8 

3.0 

.  33 

17.1 

Ml cclnfl 

31 

lfi  1 
10. 1 

12  Month 

0 

") 

5 

!/  \ 

1 .0 

32 

0       lfi  *fi 

1  !33 

12 

O  .£ 

2^0 

€0 

11  1 

2^67 

18 

9.3 

3.0 

39 

20.2 

\  

4.0 

14 

7  * 

\ 

\ 

Missina 

1  II  99  1  II v| 

17 

8.8 

1  Month         Parent  Mutuality 

/             '  ■ 

0 

13 

6.7 

1.0 

48 

24.9 

/ 

2.0 

49 

25.4 

J 

3.0 

79 

40.9 

liter  Inn 

4 

2.1 

12  Month 

0  1 

3 

1.6 

1.0 

5 

2.6 

2.0 

163 

84.5 

Mi  cci  nn 
Pll  55 1  ng 

cc 

n  a 

1  Month           Ponrornc  ro  Infant 
•  iiyiiiu             i*uinciii9  ic  iiiiaui 

o 

106 

5A  Qt 

1  0 

30.  1 

2^0 

25 

o 

Mlssinq 

4 

2.1 

4  Mont 

n 
i# 

100 

51  8 

^> 

l  n 

30 

in  1 

2.0 

21 

in  q 

Hicci no 
1 1 1 55 1 ny 

1  4 

7  1 

8  Month 

0 

89 

46.1 

1.0 

53 

27.5 

2^0 

23 

< 

Mi  cc i no 

28 

14.5 

12  Month 

o 

47 

24.4 

1 .0  ' 

52 

26^9 

1.50 

8 

4.1 

2.0 

52 

26.9 

3.0 

19 

9.8 

Mi  ^i  no 
i  y  99  i  ny 

15 

7.8 

1  Month  ■         Difficult  Child 

0 

113 

58.5 

1 .0 

5l 

26.4 

i 

2^0 

20 

10^4 

3^0 

2 

1  0 

Missing 

7 

3^6 

4  Month 

0  * 

96  * 

49.7 

1 .0 

72 

37  jh 

L.O 

4.1 

3.0 

1 

Mlssinq 

16 

8.3 

8  Month 

0 

85 

44.0 

1.0 

68 

35.2 

• 

2.0 

6 

Missing 

.  34 

17.6 

12  Month 

0 

74  * 

38.3 

1.0 

85 

44.0 

2.0 

10 

5.2 

3^0 

1 

->  !5 

Missing 

*v  23 

11.9 

**~12*Montfw   Achievement  Expectations 

2.0 

25 

13.0X 

3.0 

13 

6.7 

4.0 

13 

6.7  . 

6.0 

51 

26.4 

9,0 

15:0, 

Missing 

y 

32.1  j 

<i 
9 
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APPENOIX  5.8 


. CORRELATIONS  AMONG  PARENT  PERCEPTION 
VARIABLES 

 AT  PRENATAL  


Father 
Involvement 

Developmental 
Expectations 

Mother's  Psycho- Social  Assets 

o 

.39* 

■> 

"  -.09* 

Father  Involvement 

0 

-.16* 

*Kendall  Correlation  Coefficients;  p  <  .05;  Ranr«  of  N=174-187 

AT  ONE  MONTH  


Father  Mother  Parent'       Mother's  Concerns      Neonctal'        Child  s         Mother  s 

Involvement      Involvement      Mutuality        About  Infant        Perception      Temperament  Temperament 

Inventory  " 


Mother's 
Psycho-Social 
Assets 


Father 
Involvement 


Mother 
Involvement 


Parent 
Mutuality 


Mother's  Concerns 
About 
Infant  . 


Neonatal 
Perception 
Inventory 


Child'* 
Temperament 


.08* 


.04- 


.22* 


rl7* 


.30* 


.11* 


-.09* 


.13* 


.13* 


.11* 


.12* 


.06 


-.03 


-.03 


-.24* 


-.15* 


.03 


.17* 


.04  s 


.QZ      *  -.00 


.00 


.02 


-.18* 


-.02 


.03 


.05 


.26* 


♦Kendall  'correlation  Coefficients; 

p<.C5;  N=184-189 

t 

AT  FOUR  MONTHS  \ 

FGther 
Involvement 

Mother  ' 
Involvement 

Mother's  Concerns 
About'  Infant 

Child's 
Temperament 

Mother's  Psycho- 
*        Social  Assets 

.09*  - 

>03 

-.12* 

\ 

\ 

^-.02 

Father 
Involvement 

.11*     \  ' 

-.13*. 

.06  . 

Mother 
Involvement 

» 

.11* 

-.03 

Mother's  Concerns 
About  Infant 

0 

.12*  ~ 

ERIC 


♦Kendall  Correlation  Coefficients;  p<.05;Range  of  N=174-177 
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APPENDIX  5.8  (continued-page  2)  * 
CORRELATIONS  AMONG  PARENT  PERCEPTION  VARIABLES 
AT  EIGHT  MONTHS 

/ 

Father 
Involvement' 

.Mother 
Involvement 

Mother's  Concerns 
-    About  Infant 

Child's 
Temperament 

Mother's  Psycho- 
Social  Assets 

.11* 

.01 

-.06 

V 

-.02 

Father 
Involvement 

•  • 

.08 

-.03 

-.08 

Mother 

Involvement 

0 

-.01  • 

-.06 

Mother's  Concerns  ■ 
About  Infant  . 

*  .15* 

♦Kendall  Correlation  Coefficients ;p<.05;Range  of  N»  158-162 

r 

•  * .  * 

AT  TWELVE  MONTHS — 

Father 
Involvement 

Mother 
Involvement 

Parent 
Mutuality 

Mother's  Concern's 
About  Infant 

Achievement  ( 
Expectations  ' 

Child's 
Temperament 

Mother's  Psycho- 
Social,  Assets 

,12* 

-.03 

-.00 

.04 

.10* 

.00 

Father 
Involvement 

.03 

.01 

.05 

-.02 

Mother 

Involvement    '  , 

,03 

.11* 

-.02 

-.11 

Parent 
Mutuality 

.07  *  J< 

.19* 

.06 

Mother's  Concerns 
About  Infant 

» 

.12* 

.01 

Achievement 
Expectations 

i 

.08 

/ 

♦Kendall  Correlation  Coeff1c1ents;p<.05;Range  of  N=126-178 


0  **  t 


\  0 

V 


/ 
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APPENDIX  5.9 
I NTERV I EWER  OBSERVATI ON/EV ALUATI ON 


Newborn  , 

1  too. 

4  mo. 

8  mo. 

12  mo. 

N  % 

N  % 

N  % 

N  % 

N  % 

Unusual 
Interview 


/ 


No 

164 

85.0 

152 

78.8 

143  ; 

'74.1 

133 

68.9 

133 

68.9 

Yes 

25. 

13.0 

37 

19.2 

35 

18.1 

32  ' 

16.6 

41 

21.2 

Missing 

4 

2.1 

4 

2.1 

15/.' 

7.8 

28 

14.5. 

19 

9/8 

Mother's 
Cooperation 

Very 
Fairly 
Not  Co- 
operative 
Hostile 
Missing  * 


171 
15 

2 
0 
5 


88.6 
'7.8 

172  ■ 
16  . 

89.1 
8.3 

165 
'13 

.85.5 
6.7 

159 
5 

1.0 

0 

2.6 

7o 

1 

,  4 

1 

0 

.5 
2.1 

0 
0 

15 

0 
0 

•7,8 

0 
0 

29 

82.4 
2.6 

0 
0 

15.0 


169 
4 

0 
1 

19 


Distraction 
From  Others 
(weighted  code; 
high.=more  distraction) 


87.6 
2.1 


0 

.5 
9.8 


0 

168 

87.0 

167 

86 

.5 

0 

0 

136 

.  70.5 

119 

61 .7 

1 

8 

4.1 

9 

•  4 

.7 

147 

76.* 

14 

7.3 

13 

6.7 

2 

2.1 

7 

3.6 

15 

7.8 

6 

3.1 

16 

8.3 

3 

2.6 

3 

1 

.6 

7  / 

3.6. 

4 

2.1 

18 

9.3 

4 

1 

.5 

3 

1 

.6 

0 

0 

-  1 

.5 

•  4 

'  2.1 

5 

0 

0 

0 

0  " 

0 

tf 

0 

2 

/Z?  -..5-V' 

6 

0 

0 

0 

6 

3.1 

.-4, 

7 

'o 

0 

0 

0 

{  ov 

"1 

0 

•  0 

0  . 

.5 

8* 

0 

0 

0 

0 

.5 

0 

0 

"  0 

o  : 

9 

0 

0 

0 

0 

1 

.5, 

0 

0 

0 

0'  4 

Missing 

5 

2.6 

-4 

2 

.1- 

-  15 

7.8 

28 

14.5 

19. 

9.8 

Examiner 
Uncomfort- 
able 


No 

Yes 


172 

89.1 

lbO 

77.7 

148 

76.7 

146 

75.6 

146 

75.6 

10  - 

5.2 

-  37  •' 

19.2 

28 

14.5 

17 

8.8 

22 

11.4. 

11  - 

•  5.7, 

6 

•  3.1 

17 

•  8.8 

30 

15.5 

5>5- 

13.0  - 

*  APPENDIX  5.9  (continued). 


Newborn' 

1  mO-  -. 

■  -4.  mo. 

8  mo. 

12- mo. 

N  % 

N  % 

.  N       %.  .  . 

N       %  . 

•  N  v     %  ' 

-Quality  of  . , 
Interview 


Good 

157 

81 .3 

160 

82.9 

160 

77-.  7 

.135 

59. 9 

140  ■ 

72.5 

"  Fair 

29 

15.0 

28 

14.5 

27. 

14.0" 

29 

15  -0 

30 

15.5. 

"Poor 

3' 

1.6 

1  ' 

..5 

1 

..5 

— 1- 

—  .5 

3 

~T.6  ' 

Missing 

4. 

2.1 

.4  / 

15 

7.8 

28 

t* 

14.5 

.20 

1.0.4 

Exami  ner 

/ 

/  » 

Likes  Mom 

.  i 

Yes  / 

171  . 

88.6 

159[ 

1 

82.4 

139 

72:0 

128 

.144 

74.6 

Ambi  va- 

J 

lent 

.  .15 

7.8 

14.5 

'  37 

19.2 

34 

17.6 

27 

•  14.0- 

.No 

1 

.5- 

1  ■ 

.5 

1 

"  ■  .5 

'  1 

.5 

2 

•  l-.O 

Missing 

6 

3.1. 

"  5 

2.6 

16 

8.3 

30 

15.5 

20 

TQ;  4 

Information 
Matches . 
Tmprespi-ons 

Yes..-  115 
No  •  9 
Missing  69 

Interviewer  . 
Concerned 


No  : 
Yes 

.•Missing 


182 

-I 


59.6 
4.7 
35.8 


94:3 
3.6 

'4       2  .1. 


14i.  .  73.1  119 
17  :  8.8  27 
35      "18.1  47 


163      85.5  142 
23    •  11.9.  33 
5.     -.2.6  18 


61.7  117 
1-4. 0  125 
24.4  51 


60.6 
13.0 
•26.4 


73.6  137 
17.1 '  27 
9.. 3  29 


136 
30 
27 


70.5 
.  35.5 
14.0 


71 >0  70' 
14.0,  104 
15.0'  .  19 


/ 1 


36.3 
53.9 
9.8 


V 
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APPENDIX 
CAREY  TEMPERAMENT 


The  full  Carey  Temperament  Questionnaire  was  scored* according  to  pro- 
cedures described  by  Carey  (1970,  p.  190): 

From  the  70  Items,  76  ratings  were  obtained  1n  the  nine  categories 
^of  reactivity  (six  Items  gave  points  1n  two  categories).   The  total  • 
ratings  at  .the  three  levels  1n  each  category  were  then  multiplied 
by'O,  1,  and  2;  e.g.,  the  total  of  intense    ratings  was  multiplied 
by  0,  variable  by  "1 ,  and  mild  by  2.   These  products  were  added  and 
.  that  sum  divided  by^tte  total  number  of  completed  Items  1n  the 
category.   This  yielde?  a  mean  score  between  0  arid  2,  representing 
the  Infant's  typical  reactlqn  for  that  category.   Each  baby  re- 
ceived 9  such  category  scores. 


Intense 


Variable  Mild 


Activity 

Rhythmiclty 

Adaptability 

Approach 

Threshold  v 

Intensity 

Mood 

DistractibiHty 
Persistence 


high  medium  low 

*  Irregular  variable  regular 

not  adaptable  variable  adaptable 

.withdrawing  variable  accepting , 

low  medium  %  high 

Intense       "  variable  not  Intense 

negative       .variable1  positive 

dlstractlble  variable  not  dlstractlble 

persistent  variable^  •  not  persistent  * 


4'. , 


Using -this  method  of  scoring,  the  midpoint  (1)  can  be  used  for  a  general 
description  of  the  Infants  at  each  age  level;  viz.,  scores  bel$f  tte  mid- 
point Indicate  the  intense  reactions  listed  above  for  the  nine  categories 
and  those  above  the  midpoint  Indicate  the  mild  reactions  listed  above.: 

The  descriptive  statistics  for  the  scores'for  the  nine  categories  at 
each  time  point  (Table  A,  i.e.,  using  1  as  the  midpoint),  show  the  average 
one  month  Infant  to  be  active,  regular,' adaptable,  high  1n  Initial  approach, 
high  in  threshold,  mild  in  Intensity,  positive  in  mood,  dlstractlble,  and 
persistent.   AtW,8,  and  12  months  the^average  infant  can  generally  be 
characterized  as\act1ve,  regular,  adaptable,  high  in  Initial  approach,  low 
in  threshold,  mild  in  intensity,  positive  in  mood,  dlstractlble,  and  per- 
sistent.  This  general  description  of  the  4  and  8  month  old  Infants  is  the 


3?<! 


\ 


5.10 

QUESTIONNAIRE  *  -  .  > 

same  as  that  described  by  Carey  (1970,  p.  190)  for  his  sample  of  101 
Infants  1n  that  age  range.    It  should  be  noted  that  the. direction  of  the 
values  1n  relation  to  the  midpoint  differs  from  those  reported  by  Carey 
(1970)  since  for  our  analysis  we  recoded  the  values  so  that  higher  scores 
Indicate  lower  reactivity  for  all  categories. 

The  Infaffts  were  assigned  t&  four  groups  on  the  basis  of  their  scores 
on  the  fl^e  categories  suggested  by  Carey  (1970),  including  rhythmiclty, 
adaptability,  approach,  intensity,  and  mood.   The  four  groups  and  their 
definitions  are  as  follows: 

1)  Difficult—having  4  to  5  intense  scores  (tfelow  the  mean),  2  or  more 
of  which"  were  greater  than  !  S.O.  below  the  mean.  « 

2)  Intermediate  high— having  4  to  5  intense  scores  with  1  greater  than 
1  S.O.  below  the  mean  or  2  to  3  intense  scores  with  2  to  3  greater 
.than  1  S.O.  below  the  mean. 

3)  Intermediate  low— having  3  to  5  intense  scores  with  0  greater  than 
1  S.O.  be]ow  the  mean  or  1  to  3  intense  scores  with  1  greater  than 

1  S.O.  below  the  mean.  »    ,  „ 

4)  Easy— having  0  to  2  intense  scores  with  0  greater  than  1  S.O.  below 
the  mean. 

The  frequency  distributions  for  the  four  groups  at  each  time  point  are 

presented  in  Table  B.   The  median  group  1s  Intermediate  low  at- all  time  points. 

'There  were  4  dlffitult  Infants  at  one  montn,  4  at  four  months,  3  at  eight 
♦  ■  ■ 

months,  and  none  at  12  months.  ? 

In  addition  to  the  70  Items  on  the  questionnaire,  the  mothers  1n  the 
special  cohort  sample  were  asked  to  give  their  general  Impressions  of  their 
infants'  temperament  by  rating  each  of  the  nine  categories  on  a  three-point 
scale  ranging  from  intense  to  mild.   They  were  also  asked  1f  the  infant's 
temperament  had  been  a  problem  and  to  rate  the  child's  temperament  as  diffi- 
cult, average,  or  wa§|S  The  frequency  distributions  for  these  items  are 
presented  1n> Table  C. 
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APPENDIX  5.10 
Table  A 

DtSCRLPTIVt.  STATISTICS  FOR  SCORES  .ON  NINE  CATCGORIIS 
OF  INFANT  REACTIVITY  FROM  THE  CAREY  TEMPERAMENT  QUESTIONNAIRE 
FOR  24  SPCCIAL  COHORT  SUBJECTS  AT  1 ,  4,  8,  AND  12  MONTHS 


1  mo. 

4  mo. 

8  mo. 

13*  mo. 

V 

fir  1 1  u i  t\t 
r*»  1 1  y  1  tjr 

Mean 

0.71 

0.53 

0.39 

0.37 

S.D. 

0.33. 

0.28 

0.26 

0.27 

Mean 

1.13 

1.37 

1.34. 

1.35 

IWIJr  CUM  It  1  tjr 

S.D. 

0.41 

0.41 

0.43 

0.46 

Mean 

1.48 

*  1.57 

1.61 

1.58  ' 

nUOpUflUI  1  1  ty 

S.D.  • 

0.29 

0.24 

0.24 

0.28  . 

Mean 

*  1.4$ 

1.46 

1.63  . 

1.56 

Ann  mar  h 

S.D. 

0.42 

0.38 

1.95 

0.32 

Mean 

1.01 

0.91 

0.98 

0.92 

Th  rue hnl H 

S.D. 

0.47 

0.36 

f.  37 

0.31 

Mean 

1.22 

1.18 

*i.io 

1.09 

i n  (•cm)  i  ty 

S.D. 

0.24 

0.28 

0.20 

0.19 

Mean 

•  1.27 

1.56 

.  1.53 

1.55 

Mood 

S.D. 

0.24 

0.24 

0.21 

0.24 

<. 

Mean 

0.69 

0.54 

0.40 

0.44 

Distractibility 

S.D. 

far 

0.27 

0.25 

0.35 

Mean 

0.85 

0.80 

0.84 

0.69 

Persistence 

S.D. 

0.50 

0.41 

0.39 

APPENDIX  5.10 
Table  B 

»    FREQUENCY  DISTRIBUTION  OF  GROUPS  BASED  OH  FIVE  MAJOR  CATEGORIES 
FROM  THE  CAREY  TEMPERAMENT  QUESTIONNAIRE  FOR  24  SPECIAL  COHORT 
•  SUBJECTS  AT  1 ,  4,  8,  AND  12  MONTHS 


Value  Group 

1 

mo. 

4  mo. 

8-no. 

12  mo. 

N 

%  - 

N 

%  ' 

•N 

%  ' 

N 

i 

X 

1) 

Difficult 

4 

16.7 

4 

16.7 

3 

12.5 

0 

0 

2) 

Intermediate  High 

4 

16.7 

2 

8.3 

7 

29.2 

4 

16.7 

3) 

Intentfediate  low 

7* 

29.2 

11* 

45.8 

.  3* 

12.5 

11*. 

45.8 

4) 

Easy.    ,  * 

9 

37.5 

7 

29;.  2 

11 

45.8 

9 

37.5 

♦Medians'*  3.1  at  1  mo.;  3.0  at  4  mo.;  3.2  at  8  mo.;  and  3.2  at  12  fro. 


"    A     r     '  APPLNDiX  5. JO 
Table  C 

4     PRCQUii,OY  iWRUUTION'S  FOR  MOTHER'S  OVERALL  RATINGS 
OF  TinPlRATLNT  I  ROM  Ml  CARfY  TLKPCRAT.EliT  QUESTIONNAIRE 
FOR  24  SPLCIAl  COHORT  SUBJECTS" AT  1,  4?  8,  AND  12  MONTHS 


'«« 

-  - 

 \~ 

1 

mo— .  - 

no* 

8  mo.  v 

12  mo. 

N 

% 

N 

% 

N 

X  , 

N 

i 

m 

High 

7 

30.4 

.6 

25.0 

n 

45.8 

10 

41 .7 

Activity 

Medium 

16 

69.6 

70.8 

12 

50.0 

14 

58.3 

Low 

A 

IF  * 

A 
IF 

i 
i 

•  i 

4.2 

0 

0  . 

i 

i rrcyu I or 

'  I 
1  • 

A  1  v 

? 

ft 

O.J 

2 

8.3 

3 

12.5 

Rhythmicity 

Variable 

8 

"34.8 

9 

37.5 

8 

33.3 

6 

25.0 

Regular 

14 

60.9 

13 

54.2 

14 

58.3 

•15 

62.5 

hint  artai f - 
nut     m]_  t 

able  \ 

0 

0  ■ 

2 

8.3 

0 

0 

1 

4.2 

Adaptability 

VariableV 

18 

21.7 

2' 

8.3 

5 

20.8 

3 

12.5  4 

MUdp  tdUl c 

i 

i 

/O.J 

oo  •  J 

19 

79,2 

20 

83.3  * 

Wi  thdrawing 

0; 

0 

1 

4.3 

1 

4.2 

2 

8.3  " 

Approach 

Variable 

15 

71.4 

8 

34.8  - 

6 

25.0 

8 

33.3 

jAvUcp  1 1  ng 

c 

0 

?ft 

CO  *  0 

1  A 

*  DU.? 

17 

70.8 

14 

58.3 

LOW 

7 

30.4 

•10 

41.7 

14 

58.3 

,11 

45.8 

Thresholcf 

Medium 

14 

50.9 

13 

54.2 

10 

41.7 

-  12' 

50.0 

• 

n  l 

c 

ft  7 

i 
i 

A  9 

o 

0 

1 

4.2 

Intense 

18.2 

6 

26.1 

8 

33.3 

6 

25.0 

Intensity 

Variable 

16' 

72.7 

16 

69.6 

16 

66.7 

16 

66.7  . 

ni  i o 

c 

0  1 

J.  1  ' 

i 

4.0 

0 

0 

2 

8.2 

• 

Mafia  tA  vo  . 

o 

o 

o 

o 

0 

o 

0 

0 

Mood 

Variable 

10 

43.5 

6 

25.0 

1 

4.2 

8.3 

Posi  ti  ve 

13 

56.5 

18 

75.0 

23 

95.8 

22 

91.7 

v  1  stractiu  ie 

c 

ft*  7 

'  t* 

?n  ft 

13 

54.2 

6 

25.0 

ui> tract- 

var iao i e 

1  o 

Vft  ^ 
/O.J 

1  0 

lo 

/D.U  v 

.  11 

45.8 

17 

70.8 

ibillty 

Not  dis- 

tractible 

3 

13.0 

1 

4.3 

A 

V 

A 

V 

i 
i 

t  7 

Persistent 

7 

31.8 

7. 

30.4 

8 

33.3 

13 

54.2  - 

Persistence 

Variable  - 

11 

50.0 

15 

65.2 

15 

62.5 

n, 

45.8 

Hot  Per- 

sistent 

4 

18.2 

1 

4.3 

-  1 

4.2 

0 

0 

Has  tempera- 

ment been 

a  no 

9 

47.4 

12 

52.2 

10 

45.5 

Ji 

50.0 

problem? 

yts 

10 

52.6 

11 

47.8 

12 

54.5 

n 

50.0 

difficult 

0 

0 

2 

8.7 

2 

8.3 

4 

16.1 

Rate  tempera 

-  average 

12 

52.2 

9 

39.1 

11 

~  45.8 

6 

.25.0 

ment 

easy  * 

11 

47.8 

12 

52.2 

11 

45.8 

14 

*  58.3 

24  .mothers  filled  out  questionnaire  at  all  time  points;  number  of  missing 
responsewanged  from  1-5  at  one  montht  0-\  at  four  months,  0-2  at  eight 
months,  O-Ztit  twelve  months. 


APPENDIX  5. '11  * 

ANALYSES  OF  CHAN.GES  'IN.  OWN  BABY  AND  AVERAGE  BABY  SCORE  .  -"',' 
*      FOR  FOUR  COMBINED -NP I  GROUPS  - 


Combined  NPI  Score  1 
(Newborn-One  Month) 

t 

Vari  abl  e^^^r^*^ 

Mean 
Change* 

t)i  fference 
Mean 

S.D. 

t-Value 

0 

.  2-tail 
Probability 

Positive  -  Positive 
(N  ~  115)  V 

Change  in  Own  Baby  Score 
Change  in  Averag^Baby  Score 

0.99  ' 
0.03 

'  •  0.96  ^ 

2.46 

4.17 

.00 

Positive  -  Negative 
(N  =  31) 

Change  -in  Own  Baby  jicore 
•  Change  in  Average  Baby  Score 

-3.19" 
0.58 

^3.77 

2.08 

-10.12 

'  .00 

4  -Negative  -  Negative 

(N.MD 

Change  in  Own  Baby  Score 
Change  in  Average  Baby  Score 

0-.36-  , 
0.54 

•  -0.18 

1.47 

-0.41 

.69 

Negative  -  Positive 
(N  =  26)* 

Change  in  Own  Baby  Score 
Change  in  Average  Baby  Score 

2.73 
-0.96  , 

3.69 

1.52 

12.4.1  ■ 

.-.00 

*Positive 'Change  =  Less  Trouble 


APPENDIX  5.12- 

SUMMARY  OF  DISCRIMINANT  ANALYSIS "OF  FOUR.NPI  GROUPS 
USING  ONE  MONTH  VARIABLES 


Step 

• 

Variables 

• 

F  to 
Enter 

- 

W1lks' 
.Lambda 

*•  Sig: 

Standardi  zed 
.  Weights 
\  (Function  1) 

1 

Infant  Temperament 

2.58 

.94 

.056 

-.67 

2 

Negative  Messages 

2.05 

...  .90 

.034 

.45  ~ 

3 

"  Life  Change 

1.98 

.86 

.022 

.43  J 

4 

•Mother's  Psycho- 
Social'  Assets 

1.86 

.82- 

.015 

.62 

*  5~  ■ 

Group 


Positive-positive  (N=84) 

Negative-negative  (N=7) 

Positive-negative  (N=25) 

Negative-positive  (N=17) 


Mean  Discriminant 
Scores 
"TOlT" 

'  *    .24  - 

-.69 

.58 
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APPENDIX  5J3  ' 

UNIVERSITY  OF  WASHINGTON 
School  of  Nursing 
NURSING  CHILD  ASSESSMENT  PROJECT 


Office  use  only 
Code  


FATHER  QUESTIONNAIRE 


Last 


Address 


Street 


Phone 


Child's  Name 


Last 


First 


Middle 


Apt. 


City 


I  !wt 


Zip 


Middle 


I.    FIRST,  WE  ARE  INTERESTED  IN  YOUR  OBSERVATIONS  ABOUT  KOW  YOUR  CHILD  IS  CROWIMG, 
'  DEVELOPING  AND  GETTING  ALCKfi;  * 

1*    Using  the  following  scale,  write  the  nunber  that  best  describes  your  \ 
child's  growth  and  development  in  each  category: 

1—  - much  above  average 

2—  -above  average 

3—  -average  • 

?           A*— below  average 
*  5 — much  below  averagcts^  -  <-  -    —  —  — 

   a.  physically  ct 

 b.  self-help  abilities  (doing  things  for  himself,  helping  with 

dressing  and  eating) 

  c.  socially  (getting  along  with  others)       v  » 


  d,  intellectually 

 e.«  receptive  language  skills  (unders rinding  of  words  and  what  is 

*  said  to  him) 

__  f.  expressive  language  skills  (ability  to  use  real  words  cr  word- 
like  sounds  to  tell  what  he  wants) 

2.    Do  you  have  any  concerns  about  the  way  your  child  Is  growing  and  developing? 

1 —  yes* 

2 —  -no 

t  *  • 

*Could  you  explain? 


3,    Considering  the  following  characteristics,  circle  the  number  that  best 
dcscilbcs  your  child's  %  »  . 

a,  physical  Activity:    (1)  highly  active;  (2)  moderately  active^ 

(3)  mildly  aptive 

b,  regularity  (slccping  and  eating):    (1)  rcgular{>(2)  variable; 

(3)  irregular 

c,  " approach  (to  new  things):    (1)  accepting;  (2)  variable;  (t))  withdrawing 

d,  adaptability  (to  chanjes  in  routines):    (1)  adaptable;  (2)  variabl- 

(3)  slow  to  adapt 

e,  Intensity  (in  expressing  his  feeling):    (1)  intense  and^loud; 

(2)  variable;  (3),  quiet 
•  i  * 

f,  distractibility:    (1)  easily  distracted;  (2)  variable; 

(3)  not  so  easily  distracted 

g,  sensitivity  (to  noises):    (1)  very  sensitive;  <2)  moderately  sensitive; 

-  (3)  mildly  sensitive 

•        mood:    (1).  happy  &  contented;  (2)  variable;  (3);  unhappy  &  discontented 

i.  persistence  &  attention  span:    (1)  persistent;  (2)  variable; 

(3}  not  persistent 

$•    Have  any  of  the  above  characteristics  been  a  problem  for jyouL 

1  yes* 

2 —  no 

.  If  yes,  could  you  explain?  -  , 


WE  ARE  ALSO  INTERESTED  It?  SOME  OF  THE  THINGS  YOU  DO  WITH  YOUR  CHILD:  , 

5«    How  nu'h  would  you  say  you  have  done  in  connection  with  taking  care  of 

your  child?    (circle  number  for* each  time  period)  ~- - 

Birth  -  6  months  7  months  -  present 

1—  -none  1- — none 

2 —  very  little  2 — very  little 

3—  moderate  3— -modarate 

4 —  a  good  bit  4^~a  good  bit 

5  a  great  deal  5 — a  great  deal 
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..Concern  ins  "the  anotbt  of>  time 
care taking  (feeding?  dressing, 
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participate  \ 


you  have  beer,  involved  in  your  child* s 
dlapt^ng,  etc*)  have  you  been  *blc  to 


Birth  -  6  months 


7  month::  -  prcr.ent 


1-  -a  lot  more  than  I  wanted 

2-  — more  than  I  wanted  ' 

3  as  tauch  as  I  wanted 

A — -less  than  I  wanted 

5— a  lot  less  than  I  wanted 

Could  you  explain: 


1—  a  lot.  more  than  I  wanted 

2  norc  than  Ttrnnted 

3—  —as  much  as  I  ^wanted 

4 —  less  thai*  I  wanted 

5 —  -a  JLotvlCss.  than  I  yantcd 


.4  •  • 


*Wha|  are  soae^of  the  things*  that  you  have  done  with  your  child? 
Birth  j' 6  months      •*  *  7  months  •»  present 


1  diapering 

2-  7 feeding'  % 

3  bathing 

5 —  . soothe  or  ^>mfort 

6 —  -nothing 

7—  teaching,  games,  walks,  talking 

8 —  -dressing,  babysit,  put  to  bed, 
%   up  at  night 


•I — diapering 

2  feeding 

3-  — bathing 
4^— playing 

'S— -soothe  or  comfort 
6— -nothing 

7'— teaching,  games,  walks, 
talking  ^ 
8 — -dressing,  babysit,  put 
to  bed,  up  atvnlght 


Whai  are  some  of  the  kinds  of  things  you  are  trying  to  help  your  child 
learn 'at  this  tine? 

1- — nothing  -  ' 

4-  —  talking,  say  words  -  •  y 

5— Tecdlng  self,  drlnll  cup  ' 

6-  — stand,  walk  o  *" 

7 —  -play  with  toys,  games 

8  personality  development,  character,  discipline  Sm_^ 

9—  '-other*  (explain)* 

%,  J 

How  do  you  teach  your  chili  about  things  he  should  not  touch,  or  places 
he  should  not  go?  '' 

1—  say  "no-no"  9 

2—  -slap  hands 

3 —  remove  objects 
A  remove  child 

5—  distraction 

6—  —spank 

7—  — other  (explain) 


to  discipline  an/tf'chlldrcarlng  for  your  childV  / 


10*    Which  of  the  £bovc  £Uo.  9)  seems  to  work  the  best  for  you? 
(Indicate  number)  

11.  What  arc  some  of  the  areas  in  which  you  and  xour/uifc  disagree^  in  regard 
to  discipline  and'chlldrcarlng  for  your  childY 

* 

i 

/ 

12.  Alhat  arc  some  of  the  ways  In  which  you  feel  you  have  Influenced  your 
*  child?  w     »  +  yfifr 

m  1 — through  play  ^  t,  ■  I 

2  discipline      ^    •  .       *  %  ,  f 

3  love,  af foetid*         9  •  i 

%  4— male  role  (father  figure) 

5—  none  4 

6—  other  (explain) 


NOW  SOME  QUESTIONS  ABOUT  YOUR  VIEWS  OF  FATHERHOOD  AND  WHAT  IT  HAS  PEEK  LIKE 
FOR  YOU:  ' 

.v.      .        '  I  * 
13*    What-  do  you  feel  Is  the  most  Important  role  of  trslng  a  father? 

.  ■ 

p   -         1—f inane  ioi^upport  *  *  * 

2-  — coirpaaionship  .         *  • 

3—  provide  opportunities  for  education 

A— teaching;  values,  discipline  v  

5—  -cmotional'support  oi  child's  mother  -       ~~         ~~  « 

6— —sex  role  Identification 

7—  — other  (explain"}* 

r 

Comments,  If  any:  . 

14.    Are  you  satisfied  with  your  role  as  a  father?   So  you  find  your  rolo 
to  be: 

•  _  1— -very  satisfying  *  - 

2—  — somewhat  satisfying 

3 —  moderately  satisfying 

4—  somewhat  dissatisfying 

5 —  very  dissatisfying 

Comments,  if  any:  Q  q  £ 
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15,    What  do  you  enjoy  the  .most  about  being  a  father?     a  [ 


16.    Wliac  Is  the  hardest  part  about  being  a  father? 


17.  <*>To  what  extent  did  the  bij;th  of  your  child  Interrupt  or  cancel  your 
•  'future  plans  In  relation  to  your  career,  employment,  education? 

%      "   ^  * 
*        1— nqt  at  all 
*  ve/y  little!  « 

3 — moderate^  amount  * 
4™  a  good  Mt  *  ' 
5 — a  great  deal  \ 

Comments,  if  any:  ~ 


18.    To  what  extent  has  your  child  Influenced  or  changed ?your  life  style 
and/or  home  environment? 

4^-not_at  all    %  ^ 
2rr — very  little 
,3— moderate  ^amount 
— a  good  bit  _ 
5 — a  great  deal  • 

If  changes,  in  what  way 7 


19.    To  whar  extent  has  motherhood  changed  or  influenced  your  wife? 
«•  **~ 
.  1'— not  at  all 
2 — very  little        ^  'V-*^ 
'3  moderate  amount 

4 —  a  g00(j  bit 

5—  a  great  deal  '  - 
.  'In  what  way? 


1 —  very  go 

2 —  neit! 

3 —  varial 


20.    At  this  time  how  Jo  you  feel  about  being  a  father? 


a  pleasant  experience 
casan&nor  unpleasant  experience 
ome times  pleasant >  sometimes  unpleasant 


4 —  unpleasant:  or  depressing 

5 —  other  (explain) 

21.    What  are  your  primary  concerns  at  the  present  time? 

IV.    KOW  THINKINcKaBOUT  YOUR  CHILD'S  FUTURE: 

22^    How  do  yo\^think  your  child  will  do  in  school? 

j " 1— -much  above  average 
"2 — abov\  average 

3 —  average^ 

4 —  below  average 

5 —  much  below  average 

Comments,  if  any. 

23.    How -far  do~ybu  think  your  child  will  goTn^school? 

1 — below  high  school 
2~- complete  high  school 

3 —  complete  business  or  trade  school 

4 —  complete  1-2  yrs.  college 
5'—  *»complete  college  ■ 

6 —  beyond  college  (cxplnln)   

7—  -other  (explain) 

C  •        —  *  *  * — =  


V.'   IN  CONCLUSION:  .  * 

,    24.    Is  there  anything  else  about  yourself,  wife,  o^ild,  or  home  that  you 
feel  would  be  Important  for  us  to  know  in  ^earning  more  about  children 
during  their  first  year  of  life? 

I — yes*  ( 

,     2 — no  * 

*Could  you  explain 
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25.    How  did  you  feel  about  having  your  wife  and  child  participate  in  the 
Nursing  Child  Assessment  Project? 


26<    If  you  were  to  help  plan  or  design  a  study  to  learn  more  about  fathers 
and  their  children,  what  would  you  suggest? 


27.    As  your  child  gets  aider,  would  you  be  interested  in  continuing  to 
share  your  observations .and  comments  with  us?- 


1  yes 

2  ho 

3 -  -maybe 


Comments : 


m  Date  Completed 


Month 


Day 


Year 
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APPENDIX  5.14 
FREQUENCY  DISTRIBUTION  OF  FATHER  QUESTIONNAIRE 


/ 


Sex  of  Infant 

Female  61  5D.4 

Male.  60  49.j6 

Race  r 

White  111  91.7  s 

81ack    '  3  '*  2.5 

.    .Other  -5  4.1 

Did  not  answer  2  1.6 

Education  Level  ^  .  

X  Years 

S  1      .  .8 

~11  1  .8 

12                          26  21.5 

13  •  10  8.3 

14  *  *  14  >  11.6 
 _15                          3                 .  2.5 

16-  20  16.5 

-  17,     .  16 %  13.2 

18  /  13      "  10.7 

19  9  7.4 

20  2  1.7 

21  3  2.5 
•      22'  2                 -  1.7 

'29  1  .8 


Child's  Development 


Physical 

Self  Heln 

duC 1  a  I 

N 

% 

t  N 

% 

N 

% 

Much  above 

15 

12.4 

14 

11.6 

28  - 

23;1 

Above 

48  *#i 

39.7 

44 

36.4  . 

47 

38.8 

Average 

46.3 

61 

50.4 

42 

34.7 

Below  w 

i 

'  .8 

0 

0  < 

3 

2.5 

Much  below 

i 

.8 

0 

0  x 

C 

0 

Did  not  answer 

0  .  " 

0  . 

2. 

1.7 

1 

.8 

Intellectual 

"Receptive  Language 

Expressive  Lang 

Much  above 

20 

16.5 

22 

18.2 

9 

7.4 

Above 

59 

48.8 

50 

41.3 

26 

21.5 

Average 

39 

32.2 

45  " 

37.2 

70 

57C9 

Delow 

0 

0 

.  <:  *  1 

.8 

12 

9.9 

Mucfr  below  ~ 

6 

0  - 

0 

.0 

,0 

Did  not  answer 

3 

2^5 

3 

2.5 

4 

,3.3 

Concerns  Re:  Development 

Yes 
No 

Did  not  answer 
Area  of  Concern  


18 
100 

3- 


First  Concern 


Second  Concern 


Physical., 

10 

8.3X 

O 

0 

Expressive  Language 

1 

,8 

1 

.8 

*  Receptive  Language 

6 

5.0' 

0  • 

•o 

No  concern 

104 

86.0 

120 

99.2 

Child's  Temperament 

Physical  Activity 

High 

Moderate 

Mild 

01  d  not  answer 


Regularity 


76  n 

62.8% 

Regular  ^ 

84 

69.4X 

42 

34.7 

Variable 

31 

;  25.6 

2 

1.7 

Irregular 

6 

5.0 

1 

.8 

r 
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•Frequency  Distribution  of  Father  Questionnaire 

Child's  Temperament  (cont'd)  . 

8. 

Teach inq 

Approach 

Sensitivity 

No, 

Accept 

75.2* 

Verv 

30 

24. 8*             .  < 

Yes  - 

4  Variable 

30 

24.8 

Moderate 

66 

54.5 

_ 

Adaptability 
Adaptable 

77 

63.6* 

4    ~  Mild 

•    Mood  '  

25  _ 

20.7 

_  • 

No 
Yes 

Variable 

-    Slow^-       <  - 

37 

30.6 

nappy 

94 

77.7% 

9. 

Hierinl \  no 
U  1  3L  1  }J  1  i  nc 

6 

5.0  " 

Variable 

26 

21.5 

Did  not  answer 

1 

.8 

Did  not  answer 

1 

.8 

No 

Intensity 

o 

Persistence 

\ 

Yes 

...  -Intense 

63 

52.1% 

Persistent 

64 

52.9% 

No 

Variable.  _ 

57 

47.1 

Variable 

54 

44.6  "   

i 

1.7  - 
.8, 


Easily  -  12' 

Variable  ~J7 
Not  distracted  30 
Did  not  answer  2 


9. 
63. 
24. 

•1*. 


9% 
6' 
8 
7 


4#    Temperament  Concerns 

—  "Yes~ 

/  '    Did  not  answer 
Area  of  Concern 


"25 
94 
2* 


2Q.7% 
77.7 
1.7 


Physical  activity 

4 

'  3,3% 

Regularl ty 

11 

9.1 

Adaptable  ty 

'  1. 

.8 

Intensity 

4 

3.3 

Mood 

3  " 

£.5 

No  concerns 

98  m 

&1.0 

Persistence"  * 

k 

0 

0 

400 


10. 


Talk 


24 
97 


19.8% 
80.2 


Feed 

14 
107 


11.6% 
88.4 


Stand 

^  9 
112 


91  75.2% 
30  24.8 


No  No 

7  5.8% 
114  94.2 

Remove  Child 
59.  48.8% 


Personality  Other 
/fiT     67.8%  117 
.39      32.2  *4 


7.4% 

v  92.6 

<i 

'96^7% 
'  3.3 


Slap  Hands 
63  52.1% 
58  47.9 


Remove  Objects 


59 
62 


Yes 

Best  Discipline 

No  No 
Slap 

Remove  Objects* 
Remove  child 
i  y  Distraction 
Spank 
Other  ' 
Did  not  answer 


21 
3 
8 
5 
4 


2 

 1 

77 


51.2. 


17.4% 
2.5 

6.6 

—  -> 

4.1 

\3.3 

%: 

.8 


Distraction      '  Spank 
58  '    47.9%  ST\ 
63      52.1  30 


63.6 


11. 


Father-Mother  Disagreements  Re: 

1  don't  give  In   e  6 

Degree  of  3 

Grandparents      v  l 

Type  0  #  l 

Wife  not  give  In  l  ' 

Toy  clutter  1 

„  Did  not  answer  98 


Chlldrearlng  and  Discipline 
'^^  5.0% 

2'5 

.8    -  ' 
.8 
.8 
.8 

80.9  " 


48.8% 
51.2 

75.2% 
24.8 


'12.. 


Father's  Influence  on  Child 
-   '  Plajr 


.Appendix  5.  ^--Frequency  Distribution  of  cather  Quest  ion  naJre--gaQ.e_<3-^ 

16.    Hardest^ Part  Fatherhood 


No 
Ves 


18 
103 


14. 92 
85.1 


13. 


Kale  Role 

56  4S.32 
^  *  65  53.7 

.Most  .Important  Role  of  Father 

Financial^ 


i 

'No* 
*Yes 


No 
Yes 

No 
Yes 


95 
26 


78. 52 
21.5 


Teaching 
39  v.  32.22 
82  67.8 


14.   Satisfied  with  father^olg^" 


Very  satisfied 
^Somewhat  — 


15. 


Moderate 

Somewhat  dissatisfied 
Did  not  answer 

Enjoy  About  Fatherhood 

>  Pride 

Obs.  actions 
Satisfaction 
Participation* 
flaying 

— — Getti  ng-away  

Challenge  I 
Did  not  answer 


Discipline 
41  33.92 
80      66*.  1 


Love 
115 


5.02 
95.0 


Other 

112 

9 


92.6% 
7.4 


Companionship 
67  55.42 
.54  44.6 

Support  Wife 
85  70.22 
36  29.8 


Education     .  „ 
102  84.32 
19  15.7 

Sex  Identification 


103 

,  18 


85.1 
14.9 


--J8 
15 
3 
2 
-3 


81 .02. 
^4  ' 

1.7 
2.5 


41  ' 
47 

2 

3 

30 

;"T 

3 
13 


33.92 
38.9 
1.7 
2.5 
24.8 


1.6 
2.5 
10.7 


Enough  time* 

13 

10.72 

Patience 

'  35  . 

28.9 

Tied  down 

9 

7^4 

Responsibility 

17 

14.1 

General  concerns 

-5.0 

Character  Development- 

*  4 

3.4 

Time  to  relax 

13 

10.8 

Can- 1  communltate 

5  . 

4.1 

Support  of  wife 

3 

.  2.5 

Did  not  answer 

28 

*3.1 

18. 


Interruption  of  Plans 
None 

Ver/'llttfe 
Moderate 
Good  bit 
Great  deal 
Dfd  not  answer 

Extent  Child  Influenced  or 


19 
12 
5 

1  * 
*2 

Changed  Life 


"  / 15.7 


9.9 
1.7 


 None- 


19. 


Very  little 
Moderate 
Good  bit 
Great  deal 
— J^cfnot  answer. . 

Extent  Moth^&rlioo<rChanged  W 

None 
Little 
Modera  te 

Goo^-bit  ~ 


(fe 


7 

20^ 

42 

30 

21  ' 

r 


6 
19 
35 


'5.82 
16.5 
34.7 
24.8 

M7\4v 
'  .8 


Great  deal 
Did  not  answer. 


32 
22 
7 


9 
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Appendix  5.14— Frequency  Distribution 


43. OS 
39.7 

7.4 

9:9 

33.9* 
24.8 
14.9 
26.4 

21.5% 
57.9 
16.5 
4.1 


14,0% 

3.3 
11.6 
45.5 

8.3 

9.9 

7.4 

.8% 
1.7 
,  .8 
--3.-3- 
3.3 
2.5 
.8 
1.7 
7'.4° 
77.7 


of  Father  Questionnaire— page  4 
25. .  Feelings  about  Study 

Positive 
Neutral 
— _ —  Negative" 

Did  not  answer 
26 .    Suggestions  for  Father  Study 


100 
5 
4 

12' 


27. 


Maybe 

not  answer 
Father's  Age 

20 
21 
-*22 
23 

I        »  24 

V  26 
\  27 
28 

"  29- 


22 
1 


1 

3 
3 
1 
3 
7 

19 

ir 

16 

-6— 


30 
31 
32 
33 
34 
35 
36 
39 

Missing 


14 
13 
4 
4 
1 
3 
5 
1 
2 


s  More  detail 

1 

M 

Father-Infan*  interaccion 

9 

Father's  background,  goals 

12 

9.9  - 

Mother-Father  relationship 

4 

3..3 

"^Discipline 

2 

1.7  ' 

Stereotype  to  male  role  in 

child  rearing 

2  ' 

1.7 

More  emphasis  on  father 

16  . 

13.2  » 

Dther 

9 

7.4 

Did^not  answer  , 

6*6 

54^5 

Continue  in  Study 

*•* 

Yes 

98 

81.0% 

18.2 
.8 


'.8%. 

2.5 

2.5 
.8 

2.6  ' 

5.8 
15.7 
12.4 
13.2 
~b.0" 
11.6 
10.7  ' 

3.3 

3.3 

'.8 

2.5 

4.1 


1.7 


.  CHAPTER  6  ■ 

INSTRUMENTATION  AND  FINDINGS.: 
'  LIFE  CHANGE 


Overview  _ 

The  topic  of  this  chapter  is  the  background  of  events  of  .life  change 
occurring  1n  the  family,  specifically  for  the  mother *  which  might  have 
health  and  developmental  consequences.    In  recent  years  attention  has  be- 
come increasingly  focused  on  sources  of  illness  other  than  biological 
pathogens,   This  literature,  which  oftenjjses  terms  such  as  "stress"  or 

3    r 

"stressors,11  links  physiological  processes  to  increased  susceptibility. 
While  tfeing  in  general  agreement,  our  focus  is  a<b1t  broader  in-  this  project 


context. 


We  consider  adaptation,  along  with  copjng_^j%yJbg^ 


cumstances,  a  central  concept  in  maintaining  health.    Some  change  in  living 
patterns  can  be  expected  for  parents  with  pregnancy,  birth,-  and^the  un- 
accustomed presence  of  a  child  to  .rear.    In  addition,  there  are  other  on-  ° 

 :    ,  '  v.  -  - ;     .    .  v 

going  influences  su:h  as  employment,  schooling,  interaction  with  relatives, • 
social  activities^and  finances,  which  can  change  and  thereby  call  for^adap- 


tation.    It  canHbe  anticipated,  on  the  basis  of  existing  evidence,  that  the  , 
greater  the  number  of  these  changes  or  "life  events,"  the  greater  the  prob- 
ability of  negative  health  effects  for  those  experiencing  them.   We  wish  to 
see,  in  addition,  whether  the  Children  of  parents  undergoing  high  Hfe  change 
are  affected.    There  are  several  potential  ways  1n  which  this  could  occur.  ' 

First,  the  physical  health  of  the  mother  and  child  are  closely  linked 
during  pregnancy.  ^Negative  health  effects  for  the  mother  can  be  physio- 
logically transferred  to^the^f etus .  .Schwartz  ,(1973)  found  higher  amounts  of 


prenatal  life  change  for  mothers  delivering  premature  infants  than  for  those 
with  full -term  babies. t  The  findings  of  Kruckemeyer  (1975)  suggest  the  same^ 
type  of  relationship  for  stillborn  infants.   Another  study  showed  prenatal 
maternal  life  changes  were  associated  not  with  prematurity  but  with  medical 
complications,  many  of  which  lead  to  early  delivery  (Williams  et  al_.,  1975). 

Building  on  the  previously  established  importance^  the  environment, 
it  is  logical  to ^pect^thTtTchi  1  dren  may  also  be  affected  in  social,  emo-  , 
t'ional,.  and  behavioral  ways.   When  the  mother's  energies  are  directed  to  / 
coping  with  many  events  she  may  not  have  as  much  attention  for  interaction 
-w4th  the  child,  or  her  mood  when  doing  so  may  be  less  positive.    Perhaps  sjie,- 
will  also  have  fewer  resources  to  bring  to  bear  on  such  routine  care  pro- 
cesses  as  feeding  and  comforting;  fc  -  • 

*  •   *  «* 

In  order  to  test. such  relationships  and  pamine  their  usefulness  for 
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— cfTild  screirvfng/assessnienf,  provision  was  made  to  include  a  measure  of  the 
life  "events  of  the  mother,  a 

Instrumentation  . 

i  The  Social  Readjustment  Rating  Scale  was  developed  at  the  University  of  * 
Washington  School  of  Medicine,  Department  of  Psychiatry,  based  on  work  begun 
in  1949  (Holmes  and  Rahe,  1967)/  The  choice  of  this  method  seemed  advan- 
:tageous  in. many  ways.   Terms  such  as  "life  events," '"life  change,"  "amount  of 
change,". and  "saliency  of  events"  have  come  directly  from  the  conceptualiza- 
tion and  findings  of  those  who  developed  this. scale.    They  set  out  to  devise 
a  way  to" quantify  life  events  which  required  individual  adaptation  and  adjust- 
ment.^ Their  approach  included  events  which  could  be  considered  both  positive 
and  negative,  since  the  former  also  .require  adaptation.    "The  emphasis  is  on 
change  from  the  existing  steady  state  and  not  on  psychological  meaning,  emotion, 

.  -     .  ,    4-05. <-  '  *?     •  '  • 
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or  social  desirability"  (Holmes  and  Rahe,  1967,  p.  21  7)t— Tire"* goal  was  to 
find  a  method  for  quantifying  life  change  which  would  go  beyond  counting  the  • 
number  of  events  whlofi.the  Individual  experienced;  Holmes,  Rahe,  and  their 
colleagues  wanted  to  find  a  way  to  quantify  the,  magnitude  and  hence* the  Impact 
of  different  events. 

A  11st  of  more  than  40  life  events  was  constructed  (the  "Schedule  of 
Recent  Experience"  or  "SRE") ,  Including  some  which  would  be  Indicative  of 
the  Individual's  life  style  and  some  Indicative  .of  occurrences. Involving  the  • 
individual..  The  items  dealt  with,  family  constellation",  marriage,  occupation, 
economics,  jresidence,  group  and  peer  relations,  education,,  religion",  recrea- 
tion,  and  health*   Different  samples  were  then  asked  to  assign  weights  to  the 
items  based  on  the  average  degree  of  readjustment  they  required^  An  anchor 
weight  was  given  to«one  item  as  a  reference  point.   This  was  first  done  with 
an  American  sample."  Rankings  of  the  assigned  weights  correlated,  highly  across: 
sex,  age,  race,  and  religious  groups.   Subsequently  extensive  replication  was 
done  with  ot.  er  cultural  groups  and,  while  some  items  showed  distinct  'logical 
differences",  overall,  there 'has  been  consistently  high  correlations  with  the 
original  weights  (e.g.,  Masuda  and  Holmes,  T967;  Harmon  et  aj[. ,  1970). 

The  resulting  Social  Readjustment  Rating  S<?ale  (SRRS)  has  found  wtde-^ 
application  in  the  health  field.    It. has  repeatedly  shown  that  the  number  of 
Life  Change  Units  (the  summed  weights  for  the  events  checked  by  the  individual) 
is  related  to  the  onset  of  illness  as  well  as  to  the  severity  of  .Illness 
(Holmes  and  Masuda,  1970).   This  has  led  to;  Its  use  in  nursing  research  1n 
order  to  Identify  those  who  may  require  supportive  care  because  of  their  high 
risk  status  (Pesznecker  and. McNeil,  1975;  Andersen  and  Pletlcka,  1974). 

Table  6.1  shows  the  SRE  Items  and  Weights  as  they  were  used  1n  this  study. 

40& 


TABLE  6.1  v 
SOCIAL  READJUSTMENT- RATING  SCALE 


Item 


Weight 


,  1.  Marriage 

2.  Trouble  with  boss     ,  ,  v  

3.  "  Detention  1n  jail  or  other  Institution 

4.  Death  of  spouse  •  <        \  . 

5.  ;  Major  change  1n  sleeping  habits  * 

"  6.  Death  of  close  family  Member         v  „ 

7.  tlajor  change  in  eating  habits 

.  8.  Foreclosure  of  mortgage  or  3oan. 

9..  ^Revision  of  personal  habits  . 

10.  '  Death  "Of  'c'tose  friend  / 

11.  Minor  .violations  of  the  law  ,  *** 

12.  '  Outstanding  personal  achievement 

13.  Pregnancy  ■  • 

14.  Minor  change  in  health  or  behavior  of .family  member 

15.  Sexual  difficulties  " 

16.  In-law  troubles 

17.  .Change  tn  family  get-togethers  .  . 

18.  Change  in  financial  state 

19.  .  New  family  member  .. 

20.  Change  1n  address  or  residence  * 
.21.  Son-or.daughter  leaving  home 

22,.  Marital  separation-  > 

23.  Change  in  church  activities  ,  .  #  * 

24.  Marital  reconciliation  * 

25.  'Being  fired' 

26.  Divorce  '  • 

27.  Changing  line  of  work 

28. "  Change' in  arguments  with  spouse^ 

29.  Change  in  responsibilities  at  work, ' 

30.  '  Beginning  or  ceasing 'work   t  f' 

31.  Change,  in  working  hours  or  conditions 

32.  Change  in  recreation 

33.  Taking  mortgage  greater  than  $10,000 

34.  "  Taking  loan  less  than  $10,000 

35.  Major  personal  injury  or  Illness 
'36..  Major  business  readjustment 

37.  Change  1n  social  activities 

38.  Change  in  living  conditions 

39.  Retirement, -  * 

40.  Vacation 

41.  Changing  schools 

42.  Beginning  or  ceasing  formal  schooling 


50 
23 
63 
100 
-16 
63, 
15- 
30 
24 
37 

11. 

28 

40 

44 

39 

.29  : 

15 

38  * 

39- 

20 
■29 

65 
.  19' 
-  45.' 

47 
.  73 

36 

35 

29 


4 


26  .'v 

20 

19 

31  :  ' 
17  J 
53 

39  . 

18 

25 

45 

13 

20 

26 
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The  weights 'per  item  range  from  11  for  minor  violations  of  the.  law,  such  as   |  » 

is-  . .  >  *         *  - 

a  "traffic;  , ticket,  to  100  for  the  death, of  a  spouse.   Except  for  the  prenatal 
form  which  asked  the  mothers  to  check  items  for  several  pastReiiiodS",  .they: 
were  in  each  case  requested  to  check  the  events  which  had  occurred  since  the^ 

last  contact.-'.'^.    •  » 

Table  6/2'lShows  the  times  at  which  the  SRE^was' administered  and  .the  . 
corresponding. period  being  recalled.   This  table  is^self-explanatory  except- 

for  the  third  trimester  of  pregnancy;  this  information  was  gathered, in  the  t 
hospital  after  delivery  and"  contains  events  surrounding  birth.   The  tables 

.'containing  findings,  therefore,  are.  labelled  "newborn"  to  remind  the  reader 
that  this  period  contains  both  third  trimester  and  newborn  events,    %        .  j 
.The  total  score  of  the  weighted  items  was.-, chosen  for  ceding  in  order  to 

•make  comparisons  with  the  majority, of  other  study  reports.- AlternatiyeTyrthe' 

.  number  of  life  changes  reported. at. each  period  could  have  been  used  to  assign 
a  score.   In  order*to  see  whether  different  results  would  be  obtained  if 
number  of  life  changes  were  used  rather  than  life  change  units  and  to  examine 
the  effect  x>f  duplicated: reporting  across  perioefs,  a  small  sample  of  subjects' 
responses  were  coded  by  item.   Starting  with'a'random  number,  we  pulled  every 
seventh  subject  file.    If  all  data  contacts  were  not  complete,  we  used  the 

•  next'  filfiv  This  resulted  in  N  =  27.    LCU  scores  and  number  of  life  Changes  , 
were  calculated  with  and  without  items  duplicating  a  previous  report.  Since 
we  were  considering  adding--together~the  scores  through  delivery  and  adding 
those  from  1   month-through  12  months,  duplication  was  defined  as:  repeti- 
tion of  an  item  in' the  period  "the  year  before  pregnancy"  through  the  "new-  . 
born"  period  or  repetition  from  "1.  month"  through  "12  months."   Thus,  by 
definition  the  year  before  pregnancy  and  1  month  scores  have  no  duplications. 


7    "  "  ' 

.  * 

*    *  * 

*  «u 

.*  

t  »  „ 

• 

**         *                1  • 

;  *  v 

TABLE'  6.2        ;  '  % 

• 

*  r 

TIME : OF  MEASUREMENT  WITH. SRE 

*  * 

—  :  ' —  1  — 

Period  Recalled          .          Length 'of  Period 
'  't    .              .      -  .(months) 

Time  of  Report 

:  V 

•  Year  before  pregnancy  # 

12 

bast  .trimester  of*  pregnancy 

.  •  \2j 

kirst  trimester  of  pregnancy 

3 

Last  trimester  of  pregnancy  m  : 

r'S'  /j3). 

•Second* trimester  of  pregnancy 

3        ;  ■ 

l 

Last  trimester  of  pregnancy  " 

"  -  7   4  ) 

Third  trimester  of  pregnancy" 

c 

anil  aenvery   

.  ♦  • 
Two  days  after  birth 

First  month  after  birth  t  - 

l  .  -  ; 

Dne  month  after  birth 

•- '  &•> 

Second,  third  and  fourth 
month  after  bir.th  „ 

\  3 

i 

-Four  months  after  birth  

\  Fifth  through^  eighth  month 
af.ter  birth    %  ^ 

Eight  months  after  birth 

Ninth  through  twelfth*  .  ^ 

month  after  b.irth* 

•  - 

"4  . 

• 

Twelve  months  after  birth 

*  * 

V 

% 

**  . 

* 

•  / 

i               *  * 

O 

•  * 

*  * 

<» 

• 

!*  '  v 

r  « 

s                                            '  * 

♦  # 

<** 

f  4 

4 

J 

ERIC 

*  *                  *'              »                                              *  "* 

',  ':  ■■.•\,:-;.; 

409  :* 

6.6 

*  -  * 

I  -  Table  6.3  shows  the  correlations  1n  column  1  between  the  Life  Change 
Scores  antf  the  Nurnber-trf  Life  Changes.   The  Pearson  coefficients  range  from  %  . 
v87^E(f797.   This  finding  has  implications  to  facilitate  the  use  of  this  * 
instrument  in  a  service  setting.   Scores  are  much  harder  to  calculate  than 
counting  the  number  of  items  checked.   The  latter  would  be  less  time  con- 
suming;  y£t  it"  apparently  obtains  the  same  information. 

Column  2  of  Table  6.3  shows  the  correlations  between  the  scores  as  ♦ 

•    >^  $     *  *  — ■  „ 

Tftfaed  and  the  scores  when  duplicates  are-refaoved.   These  range  from  .83  to 
.9<fand  are, generally  lower  for  A, to  12  months.   Column  3  shows  that  by -12 
months  more  than  one-half  of  the,  ev.ents  reported  had  been  reported  in  earlier 
contacts- during  the  first  year  of  life.   The  whole  matter  of  the  meaning  of 

'duplicated  reporting  is  complex.   Casey  eta]_.  (1967)  foUnd  that  item  repe- 
tition over  time  was  highly  correlated  with  the  saliency  or  the  weight  of  the 
item.   Perhaps  repetition  is  an  indicator  of  perceived  changes  and  required 

"adaptation  rather  than  of  spurious  scores  as  one  might  automatically  assume. 
The  amount  of  duplication  found  here  does,  however,  raise  questions" about 
the  benefit  of  repeating  this  assessment  over  short  time  "periods.    Thfs  must 
also  be  said  with  some  qualification  though;  some  of  the  most  often  dupli-" 
cated  items  such  as  those  referring  to  life  style,?  e.g.,  sleeping  and  eating 
habits,  could  logically  change  multiple  times  across  short  periods.   The  whole 
issue  clearly  needs  further  study,  including  the  correlates  of  duplicate  life 
change  reporting.   These  data  suggest  .that  the  mothers  with  less  education  re- 
peated  oftener;  however,  the  N  is  not  large  enough  for  a  definitives-inter- 
pretation. 

,   Other  interesting  insights  resulted  from  examination  of ,  these  27, subjects 
by  life  change  Hem.   There  were  few  in  this  sample'who  experienced  dire  events 


TABLE  6.3 

PEARSON  CORRELATION  COEFFICIENT-?  FOR  LIFE  CHANGE  SCORES 
AND  NUMBER  OF  LIFE  CHANGES  AND  PERCENT  DUPLICATION 
(Random  Sample  of  27  Subjects)  : 


,  Number  of 
Life  Changes 


Unduplicated 
Score 


Percent  of  re- 
ported events 
which  were 
duplicates 


Life  Change  Scores 

1.  Year  before  pregnancy 

2.  1st, trimester 

3.  2nd  trimester" 

4.  Newborn 

5.  „  1  month 

6.  4  months 
~7.  8"  months 

8.  12  months 


.96 
.87 

'.^91 
~>97 
.96 
.96 
.92' 
:.96 


.99 

;84 

.95 

.85 
.89 
.83 


6 

20 

25, 

34 
44 
57 


Total  AP  Score  (1-4) 
Total'  PP  Score  (5-8) 


.93- 
.9.7 


.94* 
.92 


Number  of  Life  Changes  .  .  / 

1.  Year  before  pregnancy  - 

2.  -'  1st  trimester  .84 

3.  2nd  trimester  ••  <     "                            .  .96- 

4.  .Newborn        °  ~  '  .93 

5.  >  1  month.  ,  ~ 

6.  4 -months-  -  -85 

7.  8  months..  -"  .80 
8,.  J  2  months    ,  .76 


Total  AP  Number  (1-4)  .95 
Total  PP  Number  (5-8)  \  ..94- 


suciT-as^death  of  a  family  member,  illness,  a  jail  term,  etc..  Rather,  the 
scores  re^ultel^om<Iusters  of  lower  weighted  items,  and  many  of  these  were 
logical.   With  pregnancy  come^Changes^in  sleeping,  eating,  employment,  or 
working  hours,  and  types  of  recreation,  "when- fcuringing  a  new  baby  home  one 
might  anticipate  changes,  in  the  number  of  family  get^^ether^andjn  social 
activities.    For  primi parous  couples  one  could  also  expect  a  change  in  ad- 

dress,  iii  financial  state1,  and  taking  on^-a^mortgageL    r 

The  perceptual  nature,  of  the  SRE  was  emphasized  whan  certain  items  were 
examined.   Certain  changes  a" should"  have  occurred  for  all  mothers  in  the 


sample.    Only  10  of  the  27  checked  "pregnancy"  as  having  happened  to  them.- 

\  *  ' 

Nineteen  checked  "gaining  a  new  family  member."   During  the  prenatal  period 
six  checked  "revision  of  personal  habits,  e.g.,  dress"  as  did  nine  in  the 
postpartum  period.    Validity  lis  an  elusive  quality  for  this  instrument,  and, 
since  it  is  a  projective  tool ,\ validity  perhaps  has  meaning  only  in  a  pre-  * 
dictive  sense. 

We  had  some "hunches  abdbt  why.  some  mothers  reported  pregnancy  as.  a  life 


event  while  others  did  not. 
rather  than  a  planned, event 


We  thought  that  if  the  pregnancy  was  a  surprise 
and  \f  it  was  viewed  as  an  interruption  of  other 


:here  were  no  associations  between  these  factors 
ther  lid  perinatal  risk  nor  physical  complica- 


activities,  such  as  school  o|r  worl<:,  then  it  would  more  likely  be  reported. 

This  was  not  true,  however; 

and  reporting  pregnancy.  Ne 

I       j  . 
tions  of  pregnancy  show  any  Relationships  with  reporting  this  life  event. 

Although  not  statistically  significant  in  this  small  subsample,  there  was  art 

association  between  the  subjepts'  feelings  about  being  pregnant. and  reporting 

pregnancy  on  the  SRE.    Fewer  mothers!  who  were  "delighted  in  every  way"  during 

the  last  trimester  checked  pregnancy  compared  to  those  who  had  mixed  feelings 

or  some  reservations  about  the^ir  situation.   This  is  consistent  with  the 
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intent  of  the  SRE  to  elicit  the  perceived  magnitude  of  circumstances  with 
which  respondents  have  to  cope. 

Findings  ,  .  "        >  ' 

The  descriptive  statistics  on  the  SRE  for  the  total  sample  are  contained 
in  Table  6.4.   None  of  the  distributions  1s  normal,  in  that  there  is  a  general 
tendency  toward  grouping  at  score  zero  and  skewing  to  the  right.  Interestingly, 
the  ranges  and  average-scores  do~ not  dWer^ccordlng^-the-le^tlrof  the; 
reporting  period;  they  are  very  similar  throughout. 

The  life  change  scores  for  our  sample  are  lower  than  one  would  expect  to 
find  using  this  .instrument.   Table.  6.5  illustrates  this  through  comparison 
.  with  the  findings  of  another  study  by  W1 1 1 1 ams  et  afL  (1975).   Their  sample 
contained  46  women  from  the  Seattle  area  who  had  recently  given  birth  to  , 
premature,  or  full -term  babies.   The  characteristics  of  the  sample  were  very  t 
similar*  to  ours  yet  they  reported  much  higher  mean  scores. 

In  another,  study  of  Seattle  maternity  patients,  Schwartz  (1973)  found  a 


^sJxjwrcejiLr^e-of^  "300  orTwrepn"  the  year 

prior  to  pregnancy.   Our  comparable  rate  was  two  percent.   When  interpreting 

:  the  SRE  data  and  its  predictive  value  from  this  project,  it  is  important  to 
remember  that  the  score  levels  reported  are  atypi'cally  low.  -They  are  es- 

v  pecially  low  compared  to  high-risk  maternity  populations  such  as  Schwartz  ^ 
studied,  in.  which  life  changes-  of  greater  magnitude  typically  occur.  Further' 
study  wlii  be  needed  to  test  the  potential  assessment, value  of  this  too.1  for 
child  health  and  development  in  these  high-risk  populations. 

Consistency  df  SRE  Scores  Over  Time.    Table  6.6  shows  the  correlations 
between  scores  at  the  different  study  periods.   The  highest  coefficients 
(.20  -  .36)  cluster  between  1  and  12  months.   This- is  probably  at  least  par:  " 
ti ally  due  to  the  repetitive  reporting  during  this  period  as  shown  by  the 


TABLE  6.4  . 
DESCRIPTIVE  STATISTICS  FOR  THE  SRE 


N 

Percentile 

Range  of 
_  Actual 
Score  • 

Wal hoc 
1  UBS 

Mean 

c  n 

S.D. 

 co  tn 

3U  III 

/  s>  til 

Tear  uciUic  pi  cyiicuivjr 

188 

o 

50 

103 

0-385 

70,9 

76.9 

1  3lV    VLJIIiCpUCj                           -  — 

.188 

-16 

_  -54 

— 90- 

~~  0-327- 

-62:0- 

.58.2 

2nd  trimester  v# 

188 

49 

111 

0-421  1 

69.0 

69.9 

Newborn 

184 

31 

^64  ' 

113 

0-510 

83.2 

80,7 

1  month 

187  ' 

31 

•  "  69 

107, 

0-395 

.  78.8 

64.4 

4  months 

179 

18 

"  57 

107 

0-396 

76.2 

76.6 

8  months 

.     .    o 

167  , 

20. 

_57 

015 

0-384 

79.2 

78.1 

12  months 

^  <» 

173 

26 

.63 

109 

0-497 

78,6 

75.6 

"  .  TABLE  6.5 

MEAN  LIFE  CHANGE  SCORES  COMPARED  WITH  WILLIAMS  ET  AL.  (197") 

r 


\ 

*                                      .  c 

T1tne, 
Period 

William's  et  a].. 

^     Our  , 
Sampl e 

Premature  '. 

Full -term 

* 

Year  prior M' 
conception  : 

•> 

/• 

Pregnancy 

-   207.52  " 
.'352.61 

260.57  .  1 
!360.35 

•  V  :  ■ 

70.91 
212.38 

-     '  .  .:  ['■■:■•    .  : 
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_    -  TABLE'  6.6.  " 

KENDALL  CORRELATIONS  BETWEEN  SRE  SCORES 


•£  ,  

1st 

2nd  , 

>•  New-  . 

l". 

4 

8 

.12 

tri. 

tri.  ■ 

born 

mo. 

mo . 

mo. 

'  mo. 

Year  before  pregnancy  .13* 


1st  trimester 
2nd  trimester 
Newborn 
il-  month 
4  months 


.06' 
,25* 


.13*     .08      .02  .13* 


.16*     .11*     .00  .15* 

9  t  -   

.11*     .09*  -.02  AS* 
.16*'.  .18*  .  .23* 


.08 


.11* 
.10* 

♦ 

.15* 


.24*     .24*  .20* 

o 

„  -  — 

•  .3P*_^3*_ 


8  months 


'  .36* 


•*p<.05  . 

N  ranges  from  160  to  188. 


1  K 


6.12 


subsample  analysis,    CorrelationsJForJ^                      show  some  con- 
sistency over  time,  but  are  not  as  strong*   Interestingly,  the  8-month  score 
is  significantly , related  to  the  scores  for  all  preceding  periods.   From  the. 
general  size  of  the  correlations  one  must  conclude  that,  at  least  in  thsir 
present  form,  early  life  change  reports  are  not  Interch^gea^ej^   


ones.   That  is*,  prenatal  scores  are  not  particularly -good  predictors  of  * 

those  during  the  period  of  infancy,  and  those  early  in  in'fancy  are  only  fair 

reflections  of* later  time  points,  during  the  first  year. 
 Relationships  with  Education  and  Income.,  Kendall  correlations  between 

mother's  years  of  schooling  and  the  SRRS  scores  .showed  that  mothers  with 
jore^edutation. xepocted  .life*  ^hangesrof  greater  magnitude  for  the  year  be- 


f ore^ pregnancy  (Tab! e  6.7),    Later  in  theXrJjpfants^ 


"however,  the  direction  of  this  relationship  changed;  mothers  with  less 

?  ■  '     -  ■  . 

schooling  reported  more  life  change.    Similarly,  mothers,  of  high  income 

families  reported  lower  change  scores  during  the  latter  part  of  the^year. 

*  Relationships  with  Health.   We  had  hypothesized  that  the  magnitude  of 

life  change  experienced  by  our  study  fnothers  prior  to  the  birth  of  their 

children  wpuld  be  positively  related  to  birth  complications  and  to  deviant 

newborn  behaviors.   There  was  some  association  between  the  life  change  score 

of  the  second  trimester  and  the  total  deviant  Brazel ton  score  (tau  =  .09, 

p  =  .03K  but  in  general,  the  expected  relationships  were  not  found,  i.e., 

witfi  neurological  signs,  gestational  age,  minor  anomalies,  or  perinatal 

risk  scores.   These 'findings  may  well  be  due  to  the  general  health  and  low, 

life  Qhange  of  our  sample;  they  in  no  way  preclude  further  investigation  of 

similar  relationships  in  more  diverse  groups^and  in. groups  at  higher  risk 

of  complications.  ; 

V  The,  lack  of  relationships  between,  prenatal  life  change  and  the  outcomes 
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*  p<.05 
-  ;   N  ranges'- from  158  to  188 


*  it 


of  pregnancy  may  also  result  from  the  way  we  looked  for  them.   There  is  no  • 
reason  to  believe  there  would  be  any  strong  specificity  of  neonatal  response- 
to  environmental  Stressors  such  as  maternal  life  change.   As_Ca§sel  (1974) 
argued,  there  is  more  likely  to  be  diverse  health  responses  .to  general  social 
stimuli;  the  specific  problems  which  result  likely  depend  oh  the  physical, 
genetic,  and  other  characteristics  which  combine  as  etiological  forces. 
Following  this  idea,  future  analyses  will  examine  the  relationship  between 
life  change  and  alternative  outcomes  considered  in  combination,  i.e.,  deviant 
neurological  findings,  perinatal  complicatic^Sj^pX-unusual  BrazeHontrehavTors. 
— — As "a  result  of  earlfer  studies  we  also  expected  relationships  between 
the  magnitude  of  life  change  and  the  mother's  health  status.   Table  6.8  shows 
the  relationships  between  earlier  life  change  scores  and  the  mothers'  ratings 
of  their  own  health  at  4  and  8  months.   Though  small,  these  correlations 
irtdicate  that  mothers  with  more  life  change  rated  their  health  as  poorer. 
\     High  life  change  mothers  also  reported  that  their  children  had  more 
"ijlness.es  during  infancy  and  they  utilized  the  Group  Health  clinic  facilities 
mor,e  frequently  for- treatment  of  their  babies'  sicknesses  (Table  6.9).  It 
occurred  to  us  that  these  relationships  could  Vtem  from  varying  maternal  per- 
ceptions or  definitions  of  child  illness  which  might  differ  depending  on  the 
life  events  with  which  the  mothers  had  to  cope.   Therexis  some  suggestion  - 
that  this'might  be  so  (Table  6.10).   Al though  mothers  wi\b^high  life  change  ; 
reported  more  infant  illness, and  used  the  clinic  more,  the7rxchildren's 
regular  physicians  were  not  concerned  about  their  physical  healthy  at  the 
1  year  examination.1   There  were,  however,  significant  asWiationsxbetween 
the  mothers'  life  change  scores  early.in  infancy,  and  the  physicians'  concerns 


.^The  source  of  physician  concern  variables  is  explained  in  Chapter  .7.  \ 

s  *         '  » 
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I  TABLE  6/.  8  ■  • 

KENDALL  CORRELATIONS  BETWEEN  SRE  SCORES  AND  MOTHER'S  HEALTH 


Time  of  . 
SRE  Score 


Time  of  Mother's  Health- Rating 


T 


4  mos. 

' '  8  mos. 

.05  ■ 

.11* 

.01 
•  04 

;    • 14*' 

___J6*— 

.  .1'5* 

.09*. 

.04 

.13* 

.05 

.12* 

c 

Year  before  pregnancy 
1st  trimester.  , 
•2nd  tr1mester:       ;  " 
Newborn 
inrtontlf 
.4  months* 
8  ninths 


*p<.05,  N  ranges  from  154  to  160, 

higher  ratings  Indicate  poorer  health, 

*  > 


TABLE  6-,9 


KENDALL  CORRELATIONS  BETWEEN  LIFE  CHANGE  SCORK 
AND' INFANT  ILLNESS  AND  CLINIC  UTILIZATION 


1st  trimester 

2nd  trimester 

Newborn 

1  month    c  " 

4  months- 
.  8  months 
12. month?-  ■" 


^^fc  Total;  i  1 1  ness 

reported  during  1st  year 


dumber  of  clinic  v.isits 
for  illness  during  lst^year 


.15* 

.05 

.16* 

.11* 

.04  v 

.12* 

.07 


.12* 

.01 

.14* 

.04 

.12* 

.17* 

.17* 


*p<:  .05,  N  rafrges^from  155  to  163. 


413 


6.16 


TABLE  6.10 


KENDALL  CORRELATIONS  BETWEEN  MOTHER'S  LIFE  CHANGE.  SCORE 
AND  PHYSICIAN'S  CONCERN  ABOUT  THE  INFANT  AT  ONE  YEAR  OF  AGE 


Time  of 
Life  Change  Score 


Physician  Concern  About:. 

The  Childls  TReThild's 

-Phys'icaTHealth  Home  Environment 


1st  trimester 
/••  2nd  trimester 
Newborn 
1  month 
4  months  * 
8  months 
12  months 


.02 
.07 
.02 

-.01 
.01 

-f01 
.00  . 


.10* 
-.01 
.14* 

:io* 
.n* 

.08 
.03 


.05,  Nrajigesfrom  145  to  150. 


TABLE  6. 11 


MEAN  MATERNAL  SCORES  BY  LIFE  CHANGE  AND  PSYCHOSOCIAL  ASSESS 
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Mother  Types  . 

'      )■  • 

Twelve  Month 
Maternal  Scbre 

High  Change 
Low  Assets 

High  Change 
High  Assets 

Low  Change 
Low  Assets 

Low*  Change 
High.  Assets 

N=39 

N=47  ■ 

N=29 

.  N=57 

3 

Negative  Messages^ 

0.48- 

-  ,  1 .29 

1.39 

1 .35 

-  3 

Facilitation  . 

3.93- 

.  4.19 
» 

-      4.12  ■ 

4.11 

Avoidance  of/Restriction 
*  and  Punishment4 

'  5.23 

5.64 

^32-^< 

5.51 

n 

MaterriaT  Involvement 
wlth'tjie  Child* 

4.86 

4.97 

5.63 

5.16 

Adatpfot'ion5  *  * 

.  33.72 

35.14  ' 

35.22  • 

34.12 

Life  Ctajrge  ScoYe 

85.18 

82.64 

65.63 

46.44 

v. 

Hhe  PSA  and  life  change  scores  used  were  for  the  period  of  pregnancy.'*  The 
latter  were  summed.  * 

2High  and  low  is  defined  by  the  median. 

3From  the  teaching  interaction. 

^From  the  Home  Stimulation  Inventory. 

^he  total  feeding  interaction  score. 

,  6.17 
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about  the  child's  environment? 

Relatioiiships^ifr^         Environment  and  Maternal  Behavior,   6i ven 
that  some  mothers  experienced  more  life  change  than  others;  what  other  as- 
pects*  of  the  home  environmenTmight  have  helped  them  or  made  life  even  more 
difficult?  There  were  essentially  no  significant  relationships  between  the 
mothers1  life  event  scores  and  the  fathers1  Involvement  in  child  care  or  the 
anfcunt  of  parent  mutuality  in  child  rearing.   At  each  time  point, -however, 
there  was  a  negative  correlation  between  the  mothers'  psychosocial  assets 
and. the /amount  of  life  change:    the  fewer  assets,  the  more  change,  m 

Thfe  work  of  Nuckolls  (1972)  suggests  that  the  effects  of  life  change 
are  best  examined  in  combination  with  psychosocial  assets,  that  the  negative 
effects  of  many  life  changes  are  evident  only  when  those  experiencing  them 
do  notj  have  adequate  psychosocial  supports.   Thus  when  considering,, relation- 
ships (between  the  mother's;  life  situation  and  her  behavior  with  the  child, 
we  combined  these  variables.   Four  groups  were  formed  on  the  basis  of  life  ^ 
change. scores  and  psychosocial  assets.   We  were  particularly .interested  in,.- 
the.  findings  for  the  high-change  -  low-asset  group,  expecting  that  they 
"would  have.the^most  to  cope  with  and  the  least  support  to  do  so,  thereby 
decreasing  their  energies  available  for. interaction  with  their  baby.  We 
.were' also,  interested  in  the  effect  on  this  group  over  time;    ~-r  ' 
*•    Few  differences  in  maternal  behaviors  by  life  change  and  assets  were  > 
found  early  in  infancy.  Q^By  12  months,  however,  the  expected  pattern  was 
beginning  to  emerge.   ■Table'  6». 1.T  contains  the  mean  maternal  behavioral 
scores  for^the  four  groups  oKmothers  classified  on  the  basis  of  their  life 
change  and  assets  during  pregnancy.',  TJj£, high-change  -  low-asset  combination 
♦of  these  early  scores  seems  to  define  ,a  group  of  mothers  who,  12  months  later 

were  giving  their  children  more  negative  messages,  were*  less  facilitating, 

*  •  '  \  y 


■were  more  restrictive  and  punishing,  were  observed  to  be  less  involved  with 
their  infants,  and  showed  less  adaptive  behavior  during  feeding.   They  also 
^       continued  to  experience  more  life  change  on  the  aver^-i  than  did  the  other 
groups. 

Although  the  differences  in  Table  6.11  are  not  large,  the  trends  shewn 
are  cpnsistent  for  the  first  group  of  mothers.   They  suggest  that  the  effects 
of  life  change  on  parental  behavior  may  be  cumulative,  being  perhaps  linked 
to  the  psychosocial  supports  available  even  before  delivery.   Future  analyses 
will  address  these  possibilities.  *. 

Summary 

f  „  ■  ■ 

The  Schedule  of  Recent  Experience  was  found  to  be  an  easy  instrument  to 

*  administer.   Although  a  sound  weighting  system  has  been  devised  for  the  life 
events,  the  actual  count  of  events  produces  similar  relative  score"  and  would 
be  easier  to  use  in  service  settings.   Those  using  the  SRE  must  be  aware 'that 
it  is  a  projective  instrument  designed  to  gather  what  the  respondent  perceives 
has  happened,  not  those  which  an  observer  believes  "really"  happened. 

'Our  sample  of  mothers  reported  little  life  change  compared  with  other 
research  sampfcfs.   This  result  undoubtedly  influences  the  associations  which 
-    can  be  shown  within  ou>  data  and  encourages  future^study.  of  the  SRE's  useful- 
ness  in  child'  health  assessment  in  other-types  of  populations. 

/The  consistency  of  life  change  scores  over  time,  using  correlation  tech- 
'    niques,  was  found  to  be  moderate  for  this  sample.   When* a  group  of  mothers  was 
identified  with  low  psychosocial  assets  and  high  life  change  during  pregnancy, 
*     their  subsequent  life  change  score  remained  higher  somewhat  more  consistently 
during  their  chtlflren's  infancy. 
■\      •      High  life  change  mothers  in  our  sample  can  be  characterized  by  the 

•  .  d  On 
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following:    they  were  relatively  less  educated  an{d  had  less  family  incomes  

they  perceived  their  own  sand  their  babies'  health  as  poorer  than  did  mothers 

with  less  life  change;  they  used  clinic  facilities  more  often  for  infant 

Illness*.   They  did  not  have  more  perinatal  complications  or  deliver  newborns 

withjnore  deviant  neurological  signs  and  behaviors.   Thfs  negative  finding, 

however,  must  be  viewed  cautiously  because.. of  the  relatively  low  life  change  * 

•and  generally  hi-gh  health  status  of  this  sample.  ,  I 

Mothers  with  Jow  psychosocial  assets  and  high  life  change  during  preg- 

nancy  showed  less  positive  maternal  behaviors  by  the  time  their  infants  reached 

1  year  of  age,   This  suggests  a  cumulative  effect  of  impinging  life  events 

which  will  be  examined  further  in  subsequent  analysis.    It  also  reiterates  the 

importance  of  considering  other  life  circumstances,  such  as  available  social 

and  psychological  supports  when  considering  the  implications  coping  with  life 

t  change  have  for  parent  behavior  and  the  child's  environment. 

Based'on  our  experience  with. the  SRE  to  date  we  would  Recommend  a)  that 

—  -  *  ♦  .   ,  • '  •  /  - 

number'df  life  changes  be  used  to  score  rather  than  the  weighted  SRRS  values, 

b)  that  life  change  be  evaluated  in  combination  with  the  amount. of  support  in 

the  parental  environment,  c)  that  the  highest  priority  time|W_  assessing  life 

change* as  it  influences  parenting  is  probably  the  period  of  pregnancy  although 

the  cumulative  effect  during  infancy  has, not  yet  been  clearly  determi/ied,  and 

d)  that  other  investigators  join  us  in  the  effort  to  better  understand  parent 

life  circumstances  as  they  relate  to  child  development. 

:/  '  ; 


/ 


423 


9 

ERIC 


6.20 


CHAPTER  7 

INSTRUMENTATION  AND  FINDINGS:  -  - 

12  MONTH  STATUS  .  '  . 

.  <  The  broad  are'as  of  health  and  development  \^^^fto^^^^^T^A 
as  outcomes  in  this  project  were  discussed  in  Chapter  1.    From"  the  findings 
"of  other  investigators  we  realized  that  1-year  developmental  status  would 
not  be  a  discriminating  criterion  against  which  to  evaluate  the  experiences 
of  infancy;  outcomes  at  older  ages  are  required  both^fco-gain  further  .know-  ( 
ledge  about  the  causes  of  developmental'  problems  and  to  establish  the  validity 
of  assessment  methods.    In  a  longitudinal' study  of  this  nature,  however,  the 
12-month  status  data  do  serve  important  descriptive  purposes.   The  problem  of 
dropout  in  prospective  studies  also  makes  it  important  to  obtain .periodic 
measures  of  developmental  status,  so  that  if  study  children  are.  lost  before 
long-term  outcomes  can  be  measured,- we  will  ftave  a  tap.  on  what  they  were  like 
compared  with  those  remaining  in  the  cohort* 

*  The  methods  used  to  determine  1-year  status  were- chosen  as  the  soundest 
available  by  virtue  of  their  standardization,  traditional  acceptance,  and/or 
depth  of  evaluation.   Appendix  7.1  present's  a  list  of  the  12-month  status 
variables  along  with  a  summary  of  their  construction  (or  reduction)  and  des- 
criptive statistics. 

0 

PHYSICAL  HEALTH  AND  GR0...H 

Instrumentation 

After  the  subject's  first  birthday,  study  personnel  contacted' Group 
Health  for  access  to  health  care  records.    From  the  record  notes  made  during 
routine  well-child  visits  several  physical  indicators  of  health  were  abstracted: 
height,  weight,  head  circumference  and  hematocrit.   The  records  also  provided 


information  on  the  number ,of  visits  made  to.  the  care  facility  during  the 
year,  and^the  reason  for  the  visits.    Obtaining  the  complete  information's, 
of  course,  contingent  on  the  child's  receiving  care  from  Group  Health  for  the 
entire  first  year  of  life;  for  those  who  moved  and  the1 few  who  changed  to 
>  other  sources  of  care  it  was  not  available.    The  health"  care  record  data  were 
/  obtained  for  1^4  of  the  study  children. 

Indications  of  the  children's  physical  well -being  were  also  sought  from 
the  mothers.  -During  the  home  contacts  throughout  the  year  they  were  asked  • 
what  illnesses  and  accidents  had  occurred  since  the  last  contact.    In  order 
■  to  get  at  the  mothers'  perceptions  .of  the  severity  of  the  problem  they  were 
-asked  about  the  effects  on  the  child,  and  the  duration  of  the  symptoms.. 

A  physician's  evaluation  at  1  year  of  age  was  considered  an  important 
aspect  of  assessing -health  status.   There  were  alternative  'ways 'of  ac'com-  ' 
plishing  this.    We  could  have  had  all  the  study  children  examined  by  one 
project  physician.   We  chose  the  alternative  of  getting  a  report  from  the 
chjXdxenls_fre.gular-physicians.    An  exam  at  12  months  was  part  of  the  usual 
care^Xbut- even  more  importantly,  the  .physician  who  had  seen  the  family  over 
a  period  of  time  would  know  the  infant  better  and  provide  a  fuller  picture 
of  any  problems.    So  a  form  was  devised- to,  be  sent  to  the  appropriate  phy- 
sicians  eliciting  their  concerns  and  ratings  in  several  specified  areas: 
perinatal,  complications,  physical  health,  development,  home  environment, 
N    health  care  practices  and  congenital  abnormalities.    Sometimes  a  nurse  prac- 
titioner was  the  principal  caregiver,  in  which  case  she  provided -the  assess- 
ment.   One  hundred  and  fifty-one  forms  were  completed  and  returned.  , 

Data  Reduction  and  Descriptive  Statistics 

Measurements  of  height  and  weight  at  12  months  were  abstracted  from  the 
Health  Care  Record  and  converted  to  percentile  ranges  for  age.  and  sex  based 


oh  the  normative  data  of  Stuart  and  Meredith  "(19*46)  (see  Barnard  and  Douglas,  * 
1974,  p.,  126).   The  infants  in  our  sample  were  taller  and  lighter  than  the- 
Standardization  sample  of  Stuart  and  Meredith:  67.2  percent  of  our 

sample  were  at  or  above  the  50th  percentile  for  height,  and  37.8  percent  were 
at  or  above  tfie  50th  percentile  for  weight J 

In  order  to  take  a  closer  look  at  the  growth  of  our  infants* an  additiofiaj 
measure  was  devised  to  determine  the  height-weight  relationship.  This  measure 
was  calculated  by 'subtracting  the  weight  percentile  category  from  the  height 

'    percentile  category  resulting  in  the  percentile  line  difference  between  height 
and  weight.    For  example,  a-height»in  the  91st  to  97,th  percentile  range  (cate- 
gory 7)  and  a  weight  in  the  25th  to  49th  percentile  range  (category  4)  would 
>    result  in  a  weight-for-height  score  of  3  representing  a  weight  which  is  3  per- 
centile  lines  (or  percentile  ranges)  lower  than  the  height.  Eleven  {6.7%)  in- 
fants with  weight  more  than  three  percentile  ranges  lower  than  height°were\ 
considered  to  be  deviantly  low  weight  for  height.    None  of  the  infants  in  our 

-  sample  was  considered  to  be  deviantly  overweight  by  the  three  percen^le  range 
{*  criterion-.^ 

Head  circumference  (OFC)  measurements  at  12  months  were  converted  ft 
•standard  deviation  (S.D.)  ranges  for  age  and  sex  based  on  the  normative  da't^a 
of  Nellhaus  (1968),  (see  Barnard  and  Douglas,  1974,  p.  48).   The  resulting  v\ 
ordinal  scale  consisted  of  four  categories:    1)  greater  than  2  S.D.s  below 
the  mean,  2)  2  S.D.s  below  the  mean,  3/)  2  S.D.s  above  the  mean,  4)  greater 
than  2  S.D.s  above  the  mean.   The  majority  of  our  sample  (96.7%)  had  OFCs 
within  +  2  S.D.s  of  the  Nellhaus  (1968)  mean  (Appendix  7.2). 


^Distributions  are  in  Appendix  7.2.  . 
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*  .Hematocrit  values  were  coded  in  percentages  from  the  Health  Care  Record' 
at  12  months.   Ik)  further  reduction  was  made  of  these  data.    Hematocrits  we  e 
avaJJ^aiJTe^for  only  73  of  the, infants  in  our  sample  (44  percent  of  the  164 
infants  who  were  seen  at  the  health  care  facility  at  T2 'months).    Using  the 
norms  provided  by  Frankenburg.  and  North  (1974,  p.  169),  all'  but  one  of  the  ' 
subjects  in  our  sample  showed  hematocrit  values  above  the  normaVminimum  of 

33. percent. '       ~  * 

Three  measures  pertaining  to  utilization  of  the  he  &  1th  care  facility 

were  also  abstracted  from  the  Health  Care  Record.   Visits  to  the  health  care 

facility  in  the  first  year  were  divided  into  three  categories :    1)  well-chifd 

visits,  2)  illness  visits,  and  3)  "defect""  visits.   Well-child  visits  are 

regularly  scheduled  visits  for  supervision  of  the  infant  duning  the  first 

year,  including  immunizations  and  measurement  of  growth.   The  recomnended 

number  is  five:    at  6  weeks,  3  months,  5  nfcnths,  8  months,  and  12  months  of 

age.    The  category  of  illness  visits  included  visits  for  the  diagnosis, 

treatment,  and  follow-up  of  illness  as  well  as  treatment  of  accident- related 

injuries.    "Defect"  visits  included,  visits  for  the  diagnosis,  treatment,  and 

follow-up  of  congenital  conditions  such  as  hernia,  deformed  hips,  feet,  etc. 

These"  visits  were  with  the  regular  pediatrician,  physical  therapist  or  other 

specialists.    This  information  from  the  Health  Care  Record  was  coded  as  the 

number  of  visits  made  in  each  of  the(three  categories.^ 

The  majority  of  the  subjects  in  our  sample  (86%)  had  the  recommended 

< 

number  of  regular  checkups.    Only  seven  subjects  (4.2%)  had  inadequate  health 

#  J  1 

frequency  distributions  for  visits  to  the  health  care  facility  are 

presented  in  Appendix  7.3. 

t 


care  utilization  (viz.,  three  or  fewer  well-child  visits).   The  number  of 
Visits  for  illnesses  during  the  first  year  .ranged  fronuO  to  14  with  a  median 
^of  about  three  illness  visits.   The  majority  of  our  sample  (84-1%)  did  not  * 
have  any  "defect"  visits,.   The  number  of  visits  for  supervision  or  treatment 
of  congenital  conditions. ranged  from  0  to  23. 

Information  from  the  home  interviews  included  the  illnesses  and  accidents 
which  had  occurred  since  the  last  visit  as' well  as  their  duration  and  effect 
on  the  infant.    Illnesses-were,  coded  into  seven  categories:    1)  allergies,. 
2)  crlds,  3)  colic,,  4)  flu,  5)  infections,  6)  rashes,  and  7)  other. 

Accidents  were  coded  into  eight  categories  with  three  divisions  as  to 

*>  ** 

type  (Barnard  and  Douglas,  1974,  pp.  149-160): 

*  •  "  *  11 

1)  blows  with  child. active  3)    injuries  other  than  blows. 

a.  "open  field  (e.g  ,  crawling,         .      a.    bites,  scratches 
•  welking,  colliding)      '  (animals)' 

b.  falls  (e.g.v  from  tables,  etc.)       •.  b>.  burns 

,  _  ,     .  *  v."  .       .  congestion  (e.g.,  non- 

2)  blows  with  £hild  passive       4       ,  edibles;  poisons^ 

a-    droned  d.  "other  (e.g.,  electric 

b.   -unusual  (e.g.,  hit  by  flying  shock) 

objeccs,  collapsing 

equipment) 

*    Illnesses  and  accidents  were  coded  according  to  duration  and  effect  on 
.  the  child.   The  data  on  effect  and  duration  were  combined  into  an  index  of 
^perceived  severity.    Severe  illnesses  were  defined  as  those  lasting  two  or 

more  weeks  and  having  some  or  much  effect  on  the  infant  as  rated  by  the 
-  mother.  'The  majority  of  accidents  were  minor,  viz.,  the  majority  of  the 
accident-related  injuries  lasted  one  day  or  less  (98%* at  4  months,  97%  at 
8.  months',  and  96%  at*12  months). 

The  most  frequent  type  of  illness  reported  at  each  time  point  was  colds. 
Rashes  ranked  second  in  frequency  of  any  specific  type  of  illness  at  4  and 


8  months  and  third  at  12  months.  , Colic  ranked  third  in  frequency  at  4  months 

and  dropped  severely  to  rank  six  at  8  and  12  months.   Infections  were  some- 

what  more  frequent  at  12  months  (rank  2)  than  at  4"  and  8  months  (rank  4).*  At 

4  months,  about  half  (50.935)  of  the  cases  of  colic  were  reported  as  severe  in 

,         '  ■  , '  «  . 

terms  of  their  duration  and. effect  on  the  infant.   At'8  months,  a  relatively- 

high  percentage  of  infections  (30 .42)  were  reported  as  severe.    At  12  months, 

21  percent  of  the  allergies  and  17. 3 .percent  of  the  infections  were  reported 

as  severe.^  .  7 

•  f 
The  most  frequent -type  of  accident  at  4  and  8  months  was  falls. (  Open 

field  blows  ranked  first  at  12  months,  when  infants  are  more  mobile.  <At  all 
ages  most  of  the  blow-type  accidents  were  precipitated  by  activity  of  the  . 
child  rather  than  by  the  actions  of  others  in  the  environment,  t  Number  of  ill- 
nesses per  child  during  the  first  year  range  from  1  to  14  with  a  median  of  5.2. 
Number  of  severe  illnesses  ranged  from  0  to  9  with  a  median  of  0.3/  Number 
of  accidents  in  the  first,  year  ranged  from  .0  to  7  with  a  median  of  2.4  (Ap- 
pendix 7.5) . 

A  third  source  of  physical' health  and  growth  status  information  was  the 
Physician's  Assessment.   The  principal  caregivers  at  the  health  care  facility 
rated  16  items  in  six  major  areas,. a?  .shown  in  Table  7.1. 2  They  showed  the 


^Frequency  distributions. for  type  and  severity  of  illnesses  and  accidents 
at  each  time  point  (4,  8,  12  months)  are  presented  in  Appendix  7.4.    It  should 
be  made  clear  that  the  figures  are  based  on  numbers  reported,  not  number  of 
subjects  having  each  illness  or  type  of  accident,  and  that  the  number  of  cases 
varies  at  each  time  point.   Thus  exact  comparisons  can  hot  be.  made  across  time 
points.   We  realize  that  some  of.  the  illnesses  are  subject  to  seasonal  varia- 
bility.  The  data  on  month" of  year  for  each  .illness  is*coded  and  retrievable 
but  has  not  been  analyzed  at  this  time.  1  . 

2Strictly  speaking,  the  physician's  developmental  and  environmental  con- 
cerns do  not  fall  under  the  general  category  of  "Physical  Health  and  Growth" 
but  are  discussed  in  this  section  for  convenience,  since  they  originated  from 
the  same  source  as  the  other  physician's  concerns.  . 
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,  TABLE  7.1 


FREQUENCY  DISTRIBUTIONS  FROM  PHYSICIANS'  ASSESSMENT 
AT  TWELVE  MONTHS  (N=151)  • 


*V4 


Item 


ERsLC" 


L  Perinatal  Conditions 
~tt~P.\)ys i  cal  Heal  th 

III   Development  "  * 

< 

:Motor 
Mental 

Language-r-" 
^,,^Soti  al -adapti  ve 

IV  Environment 

•  Parent-Parent 
Interaction 
Parent-Child 
Interaction 
.  Toys 

-  Discipline 

*V   Health  Practices  - 

Well -chi Id  visits 
Accident  prevention 
Anxieties 
Follow-through 
Nutrition  '' 


-.No  In-, 
formation 


N 


0 
0 
1 

3 


54 
6 

55 
30 


3 
9 
2 
4 
3 

No 'in- 
formation 


VI   Congenital  Abnormalities 


Good  or 
Advanced 


Normal 


'  N 


13 


20 
18 
18 
17 


18 

26 
11 
11 


28 
22 
8 
26 
20 

None 


119 


N 


Suspect 


112  1 
124 


129 
132 
129 
131 


70 

113 
83 
104 


118 
119 

'    135'  . 
118 
120 

Minor  non- 
significant 

.  18 


Ab-   Percent  Suspect, 
normal  Abnormal, 
or  Significant 


N 


N 


15 

5 

1 
1 

•  3  ' 
.  0 


6 
2 
5 


0 
0 
5 
2 
8 


v  4 
3 


1 

0 
0 
0 


0 
0 

1 


2 
1 
1 
1 
0 


Minor 
significant 


Major  ' 
significant 

2 


12.6 
5.3 
l\  6 


8.6 


9.3 


6.0 


431 


\  • 


most  concern  for  the  study  children  in  terms  of  perinatal  conditions.  They 
also-  registered  problems,  however,  in  the  other  areas,  especially  health 
practices  and  vthe  home  environment.   Most  of  these  children  are  considered 
normal  or  above  though  by  thelr.heaUh  caretakers  as  evidenced  by  the  fact 
.that  they  had  no  concerns  whatever  about  72.8  percent  of  them. 

Relationships  to  Education,  Perinatal  Risk,,  and  Sex    ,  '  \^ 

_iour_QfJthe-phys.1ca-"Uhealth  and-growtVvariables  at  12  months  were  sig- 
nificantly related. (p  <  .05)  tfi  mother's  years  of  schooling:  ' 

*  -  *        Well-child  visits  (tau  =  .17) 
Head  circumference  (tau  =  .14) 
Severe jlTjnes^fiS-Xta^M5-^!-!-) 


severe  i 1 1  ne_ss£S-ix<m— 7  .  ,      j nj.*  ■  r 

Physician  concerns  re  congenital  conditions  (z  -  d.v$).  1 

Mothers  with  higher  education  tended  to  be  better  utilizers  of  the  well-care 

provisions  of  the  health  care  facility  than  those  with  lower  education.  Their 

infants  had  somewhat  larger  head  sizes  which  may  be  indicative  of  more  ade~ 

quate  nutrition.   Maternal  years  of  schooling  also  showed  a  small  positive  - 

relationship  with  number  of  reported  Vevere  illnesses;  the  reason  for  this  ' 

finding  is  unclear. 

Maternal  education  was  si gtfficantly' higher1  for  the  mothers  of  infants 
.for  whom  the  physician  noted  a  congenital  abnormality  (median  =  16.6  ye^rs) 

than  in  the  group  with.no  anomalies  (median  =  13.7  years).   This  finding  is 

hard  to  understand  unless  it  is  due  to  the  relationship  between  education  and 
'  the  number  of  visits  to  the  clinic;'  mother:  with  higher  education  tended ,to 

make  more  clinic  visits  so  the  caretakers  had  more  opportunity  to  observe  the 

infants  and  to  note  abnormal  conditions. 


'Mann-Whitney  U  Test. 
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Perinatal  risk:  was , significantly  related  to  three  of  the  physical  health 

•and  growth  variables^  , 

Total  physician  concerns  (tau  =  ,19)' 
.   Weight  percentile  (tau  s  .09) »  *:/\  « 

.''■*•        Physician  concerns  re  perinatal  conditions  (z  =  2.47). 

The  health  caretakers  tended  to  have  more  perinatal  and  more  overall  concerns 
jibouV-ldfants  who  had  high  perinatal  risk  scores.   These  findings  provide  some 
confirmation  that  our  methods  oTxissessing  perinatal  risk  conditions  are  con- 
gruent Kith  risk  conditions  noted  by. physicians.   There  is,  however,  obviously 


not  perfect  agreement  between  the  physician's  rating  of  perinatal  conditions 
and  our  rankinXof  perinatal  risk;  some  infants  with  mild  to  severe.risk    *:  v 
status  by  our  scoring  -were  not  considered  by  the  physicians  to  have  abnormal 

'  ■-    L"    ■    X  •     .  • 

.  perinatal  conditions^  and  vice  versa.  - 

While  weight  had\  low  signifi cant  correlation  with. perinatal  risk,  no 

significant  differences  ill  perinatal  complications  were  found  between  infants 

of  normal  weight  for  heighkand  those  with  low  weight  for  height.   Early  com- 

plications  also  showed  no  association  with  illness  or  accidents  during  the 

first  year  of  life.  .  '  \         *  '  .  * . 

Sex  differences  were  found  foY^  three  of  the  physical  health  and  growth 

variables:  .  \ 

Weight  percentile  (z  =  3v32). 
Hematocrit  (z  ='2. 26)  \ 

Physician  concernsre  perinatal  conditions  (chi  square  =;  4.24). 
Even  though  the  Stuart  and  Meredith  norms  used  for  weight  were  determined  for 


Perinatal  Risk  is  defined  in  Chapter  3.  briefly,  maternal  and  infant 
risk  factors  are  ranked  on  a  fourrpoint  scale  from  none  to  severe. 

2 

MannrWhitney  U  Test. 


each  sex  separately,  males  were  found  to  be  relatively  higher  in  weight  per- 
centile  (median  =  25th  to  49th  percentile)  than, females  (median  =  10th  to 
24th  percentile).    There  were,  however,  no  significant  differences  between 
males  and  females  when  looking  at  weight  In  relation  to  height;  viz.,  females 
were  not  significantly  more^ prevalent  in  the  low  weight  for  height  g**oup. 
Hematocrit  values  also  tended  to  be  higher  for  males  (median  =  36.98%)  than 
for  females  (median  =  35.64%)  which  is  congruent  with  their  relatively 
higher  weights.  .  -  . 

Sex  differences  were>also  found  by  perinatal  conditions,  reported  by 
physicians;  18.3  percent  of  the  females  had  abnormal  perinatal  conditions 
noted  by  the  physicians  while &only  5.8  percent  of  the  males  had  such  conditions 
noted.  "  This  finding  must  "be"  a  function  of  caretaker  reporting  at  1  year  as  no 
sex  difference  was  found  on  perinatal  risk  factors  documented  at  birth. 

Relationships  among  Physical  Health  and  Growth  Variables 

Correlations  among  the  physical  health  and_growth  variables  are  presented^ 
in- Table  7.2.    These  corretattOns  reflect  a  pattern  of  health  care  utilization 
and  health  status:    infants  who  were  taken  to  the  health  care  facility  for- the 
recommended  number  of  well -child  checkups  had  higher  hematocrits,  fewer  ill- 
nesses,  and  fewer  clinic  visits  for  illnesses.   The  number  of  well-child 
visits  was  also  positively  correlated  with  the  number  of  suspect  or  abnormal'  ^ 
conditions  noted  bv  the  physician  and  the  number  of  visits  for  management  of 
congenital  conditions.   These  relationships-are  logical;  well-child  care 
facilitates  supervision/of  the  infant's  health  and  better  detection  and  follow' 
up  of  problems.    Also  logical  are  the  findings  that  mothers  who  reported  more 
-illnesses  for;  their  infants,  more  severe  illness,  and  more  accidents  tended  to 
make  ra$re  visits  to  the  health  care  facility  for  the  treatment  of  illnesses 
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'CORRELATIONS  AMONG  PHYSICAL  HEALTH  &.  GROWTH  VARIABLES  AT  12  MONTHS 
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Weight  Percentile 
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Hematocrit*  - 
Head  Circumference 
Well  Child. Visits 
•  Illness  Visits, 

« 

"Defect"  Visits 

MATERNAL  INTERVIEWS 
Illnesses         "  , 
Severe  illnesses 
No.  of  Accidents- 
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.05 
,16** 


.11*  .00 
.22*  .01 
.02  .22* 
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.08  -.17* 
.08;  -.00 
.06  -.08 
-.02  .  .03 
-.11*  .17* 
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.00  .03  '  .15* 

.02  .04  r.14* 
.07  .  .18*  -.13 
.04.  -.06  .02 

.12*  .03  -.06 

.33*  .27*  .13* 

.09  .13*  .p5 

.23*  .18* 

:  -.01 


.po 

.04 
r.06 


°*Kendall  Correlation 
Range  of  N  *  65-73).. 

A  =  55,  E  =  2.75,  0 


Coefficients;.p  <  .05;Range  of  N  =  144-164  (for  correlations  with  hematocrit, 
=  20.  '  ' 


and  accident-related  injuries.  * 

^  .  '       .  j 

Analysis  of  the  specific  concerns  noted,  by  the  health  caretakers  also 

.revealed  some  sensible  relationships.    Infants  whose  physical  health  was 

•  "'**••  ,  0  i  \ 

•suspect  or  abnormal  had  more  visits  to  health  care  facility  for  the  treaty  ^ 

ment  of  illnesses1.    Infants  with. congenital  conditions  reported  by  their 
health  caretakers  had  more  visits  for  the  management  of  those  defects. 
Infants  for  whom  physicians  had  concerns  abriut  development "had  more  "defect  \ 
visits..  The  possibility  probably  should  be  considered  that  these  relationships 
between  health  care  utilization  and  health  caretaker  concern  may  be  at  least 
partly  due  to  the9 opportunities  to  obSe?te  and  be.  aware  of  the  children's 
conditions. 

i  four  measures  of  growth  status  at  12  months,  height,  weight,  and 
head  ci rcumfemfc>^howed  significant  positive  intercorrelations  as  would  be 
expected.   Hematocrit  waTTrgnmc^y^  correlated  with  weight  but  not  With 
height  or  hfead  circumference. 

Infants  who  were  in  the  higher  percentiles  for  height  and  weight  tended 
to  have  more  accidents.  \Thfs  may  be  related  to  earlier  mobility  in  physically- 
advanced  infants,  thereby  increasing  the  likelihood  of  fa^lls  and  collisions 
with  objects.                          %  x  <• 

t     <                           DEVELOPMENTAL  STATUS  ' \ 

The  developmental  areas"  evaluated  at  l.year  of  age  included  language, 
mental,  motor,  and  behavioral  development.  — — — - - 

"Instrumentation  ♦ 


s-s=— fl»-Se  fenced  -Inventory  of-  -Gommurvteation  Development  (SICD)  (Hedrick 

I  i  "'      .     •  - 

et  al.,  1975)  was  chosen  to  assess  language  status  at  12  months  because  of 
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its  unique  combination  of  qualities:   it  contains  more  language-items  fhan 


other  tests*  designed  for  assessing  several  areas  of  development  and  thus 
allows  a  deeper  evaluation  of  the  language  area;  it    spends  less  on  parental 
reporting  and. recall  and  more  on  direct  observation;  it  has  a  defined  protocol 
for  eliciting  infant  responses; -it  has  been  standardized  for  use  with  children 
1  year  of  age  and  younger  so'  that  beginning  language  behaviors  can  be  assessed 
according  to  norms.  * 


The  SICD  is  divided  into  Receptive  and  Expressive  scales.    Items  in  the 
Receptivev>caJijieasure  behaviors  including:    1)  awareness  of  sound  and  speech 
\  (e.g.s  turning  to  localize  a  sound  source),  2)  discrimination  of  sound  and 
speech  (e.g.,  differential  responses  to  environmental  sounds  or  voices),  and 
3)  understanding  of  speech  accompanied  by  gesture,  or  situational  cues,  or  to 
speech  alone.  I  > 

Expressive  behaviors  include  assumed  levels  of  progression  from  .motor  to 
vocal  to  verbal  responses^  ^ 

Items  in.  the  Expressive  scale  include:    1)  imitation  of  previous  motor 
or  speech  events,  2)  initiating  behaviors  (motor  or\speech  behaviors  which 
occur  without  a  previous  verbal  evenij),  and  3)  responding  behaviors  which 
follow  verbal  antecedent  events. 


/ 
/ 


The -full  form  of  the  SICD  was  administered  to-the  ^tudy  infants  at  age 
12  months  by  the  psychometrist  at  CDMRO.   A  shortened  version  (Form  H)  was 
also  administered  in  the  home  by  the  nurtee  interviewers  at  each  contact. 
The  two  different  forms  were  used  to  see  whether  the  simpler  home  version 

offered  a  valid  possibility  for  early  screening. 

1 

Since  our  study  began  further  work  has  been  done  to  establish  the  quality 


of  the  SICD  (Hedrick  et  al.,  1975).   The  timing  is  adjvan±igeojJS_in_that^the  _ 

o  4 
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norms  from  more  rigorous  standardizations  are  available  for  our  analysis.  A 
'total  of  252  Seattle  children  vjere  included  to  equalize  representation  for 
ages  4  months  through  4  years,  for  males  and  females,  and  for  socioeconomic 
status.    Only  Caucasian  children  were  included.    The  findings  have  been  pro-  , 
duced  in  terms  of  the  percentage  passing  each  item  by  age.    During  the  stand- 
ardization,  study  subjects  throughout  the  age  range  were  examined  by  two 
/•  raters.   The  interexaminer  reliability  ranged, from  90  to  100  percent  agreement 
with  a  mean  of  96.  -When  ten  subjects  were  retested  one  week  later, .the  range 
4 of -reported  test-retest,reliability  was  88  to  99  percent  agreement  (mean  = 
93%).    Evidence  of  the  test's  concurrent  validity  comes  from  correlations  with 
J:he  Peabody  Picture  Vocabulary  Test.  '  For  the  receptive  language  age  r  =  .76. 

Mental  and  motor  development' were  assessed  by  two  instruments  devised  by 
juzgiris-Hunt  and  Bayley.    The  Uzgiris-Hunt  Scales  of  Infant  Psychological 
Development  (Uzgiris  and  Hunt,  1975)  are  composed  of  aperies  of  tasks  and 
behaviors  related  to  Piaget's  dimensions  of  cognitive  behavior A  Each  scale 
represents  a  heirarchy'  of  skills,  makingit  possible  to  rate  the  Infant's 
maturity  or  developmental  level  in  regard  to  a  particular  dimension V  cog- 
nitlon.    In 'the  complete  form  there  are  six  scales.    Only  three  were  usedjn 
this  study:  -  the  Means  and  Ends  Scale,  the  Vocal  Imitation  Scale  and  the 
.  Gestural  Imitation  Scale.   These'three  were. chosen  because  earlier  use  by 
others  suggests  that  they  are  especially  susceptible  to  variations  in  environ- 
mental stimulation.   These  scales  were  administered  by  the  psychometrist  at- 

if 

CDMRC  to  infants  at  1  year  of  age. 

The  eliciting  situations  in  the- Means  and  Ends  Scale. are  directed  at  what 
infants  do  to  cause  events  or  obtain  objects  which  they  desire.    In  such  situa- 
TfSnTTnfantsJ combine, the  use  of  one"  behavior  pattern  as  means  with  another 


as  endX9°al-    Hand-watching  activity  is  one  of  the  earliest  behaviors 
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observed  in  the  development  of  this  concept   By  12  months  infants  are 
beginning  to  use  some  anticipatory  construction  of  alternate  means  for  a 
given  end. as  evidenced  by  the  .infant's  ability  to  use  a  string  tied  to  an 
object  to  obtain  the  object  which  is  out  of  reach. 

The~seriesn^~Vbcal  Imitation  begins  when  the  infant  shows  some  differ- 
entiation of  the  vocalizing  scheme  by  engaging  in  playful  vocalizations.   By  v» 
12  months  most. infants  have  progressed  to  a  stage  of  recognition  of  familiar 
sound  patterns  as  evidenced  by  an  ability  to.  match  their  own  vocaliTaTio'rts" 
-co  familiar  ones.   Some  accommodation  to  novel  sound  patterns  begins  toward 

V 

c  ' 

the  end  of  the  first  year. 

» 

The  Gestural  Imitation  series  follows  a  similar  sequence.    Infants  begin 
by  imitating  simple  gestures  which  are  within  thW  behavioral  repertoires. 
By  12  months  they  are  able  to  accommodate  to  novel  body  movements  by  imitating 
novel  gestures  which  they  can  see  themselves  perforin.    Later,  infants  progress 
to  the  imitation  of  unfamiliar  gestures  which  they  cannot  see  themselves & 

O 

perform,  /i.e.*,  facial  gestures. 

The  scales  do  not  comprise  an  age-test;  they  compare  children  of  the  same, 
age  and  result  in/ordinal  data.   They  enable  a  finer,  qualitative  discrimina- 
tion  of  cognitive  development  as  compared  to  less  sensitive,  global  develop- 
mental scores. 

Uzgiris  and  Hunt  (1975)  reported  interobserver  reliability  for  168  appli- 
cations of  their  scales.   The  percent  of  agreement  by  item  ranged  from  72  to 
100  with  an  overall  mean  of  96.   Eighty-four  infants  were  retested  48  hours 
later.   The  range  of  consistency  across  time  was  42  to  100  percent  by  item 
with  an  overall  mean  of  80.   The  perspective  from  which  these  scales  were 
developed  was  not  to  compare  infants  with  some  normative  standard.-  Rather  the 
ordinal  results  are  meant  to  describe  infants.'  progress  on  several  psychological 
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dimensions.   The  authors,  therefore,  have  not  undertaken  a  standardization 
study;  they  attribute  "intrinsic  validity"  to  their  scales  for  the  des- 
criptive ability. 

The  Bayley  Scales  of  Infant  Development  (BSID)  (Bayley,  1969)  were  also  - 
administered  to  our  sample  at  1  year  of  age.    They  cover  the  age  range  from 
Z  to  30  months  of  age  and  include  three  sections:    the  Scale  of  Mental  Devel- 
opment, the  Scale  of  Motor  Development,  and  the  Infant  Behavior  Profile. 
These  scales  were  chosen  to  establish  the  status  for  motor,  mental  and  social- 
adaptive  behavior,  because  of  tKeir  wide  use,  which  permits  comparisons  with 
other  findings  and  because  of  the  standardization  procedures  used  to  determine 
.their  norms.    The  standardization  sample  of  1262  infants  was  controlled  by 
uihban-rural  residence,  sex,  race  and  education  of  household.   The  split-half 
re Ti ability  coefficients. reported  for  the  Mental  Scale  range  from  .81  to  .93. 
For, the  Motor  Scale  the  range  is  .68  to  .92.    The  .Bayley  Scales  have  been 
validated  on  2-year-olds  by  comparison  with"  the  Stanford-Bi net  (r  -  .57). 
Interobserver  tests  of  reliability  have  been  done  by  Bayley  for  individual 
items.    She  found  an  average  agreement  of  89  percent  on  the  mental  scaVe  and  • 
93  percent  on  the  motor  scale*   Test-retest  agreement  was  somewhat  lower  (in 
the  60s)  when  8-month-old  children  were  retested  at  9  months  (Bayley,  1969). 
The, results  of  the  Bayley  Motor  and  Mental  Scales  are  expressed  in  terms 

of  normalized  standard  scores  (MDI  and  PDI)  which  are  amenable  to  both  correla 

\ 

tion  analysis  and  to  classifying  scores  for  categorical  analysis. 

.The  Bayley  Infant  Behavioral  Record  (IBR)  consists  of  a  number  of  des- 
criptive rating  scales  focusing  on  many  areas  of  behavior,  including  the  child1 
interpersonal  and  affective  domains,  motivational  variables,  and  the  chiVd's 
interest  in  specific  modes  of  sensory  experience.   The  sample  of 'children  used 
to  standardize  the  IBR  is  only  a  portion  of  the  standardization  sample  for  the 
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Mental  and  Motor  Scales.    A  total  of  52  cases  comprised  the  standardization 
sample  for  the  I  BR  at  12  months.   The  distribution  of  ratings  for  the  be- 
havioral items  for' these  children  are  presented  in  the  BSID  manual.. 

V 

Data  Reduction  and  Descri pti ve- Stati sties  •• 

Two  measures  of  language  development,  expressive  language  age  (ELA)  and 
receptive  language  age  (RLA) ,  were  defined  from  the  SICD-administered  at  the 
clinic  visit  at  12  months.    Frequency  distributions  for  these  scores  are  pre.^_ 
sented  in  Appendix  7..6.    RLAs  for  168'  subjects  ranged  from  4  to  20  months  with 
a  median  of  12  months.  ,  ELAs  for  the  same  subjects  ranged  from  4  to  20  months  , 
with  a  median  of  16  months.    Eighteen  subjects  had  receptive  language  scores 
below  the  12-month  not™  and  two  subjects  had  expressive  language  scores  below 
the  norm.,  (These  numbers  include  both  "delayed"'  and  "borderline"  cases.) 

The  finding  that  the  subjects  in  our  sample  tended  to  show  higher  ex- 
prejssive  scores  than  receptive  scores  is  somewhat  perplexing  if  one  assumes 
•    that  the  development  of  receptive  language  precedes  ^hat  of  expressive 

language.    If  one  considers,  however',  that  the  expressive  scale  items  at  this 
age  are  mainly '"mother-report"  while  direct  observations  of  infant  behaviors 
are  more  prevalent  in  the  receptive  scale, we  might  guess  that  the  difference 
.here  is  between  what  the  infants  can  do  under  usual  circumstances  and  what  the 
infants  will  do  in  the  presence  of  a  tester. 

Consistency  of  Language  Scores  Over  Time  1 

•  Results  .of  the' shortened  form  of  the  SICD  used  on 'the  home  visits  at  4, 
,  8,  and  12  months  provide  an  'indication  of  the  stability  of  the  language  scores 

% 

over  the  first  year  (Table  7.3).   The  12-month  RLA  was  significantly  correlated 
with  the  4-month  RLA  (.18)  and  the  8-month  RLA  (.18).    The  4-month  ELA  was  . 
significantly  correlated  with  the  8J-month  ELA  (..13)  and  the  12-ironth  ELA  (.12). 

ERIC  •  7.17  4&j}. 


TABLE  7.3 

CONSISTENCY  OF  EXPRESSIVE  AND  RECEPTIVE  LANGUAGE  AGE 
AT  4,  8,  AND  12  MONTH  USING  HOME  VERSION  OF  SI CD 


*  * 

p 

8  mo. 

Time  Points 

12  mo. 

Receptive  Language  Age 

0 

4  mos. 

■  .03 

.18* 

8  mos. 

.18*  > 

'.   Expressive  Language  Age 

*  * 

4  mos. 
8  mos. 

.13* 

.12* 
.09 

♦Kendall  Correlation  Coefficients;  p  <  .01;  Range  of  N  =  160-166. 


TABLE  7.4  .  «      .  ■ 

CONSISTENCY*  OF  EXPRESSIVE  AND" RECEPTIVE  LANGUAGE  AGE 
AT  4,  8,  AND  12  MONTHS  USING  THE  CLINIC  VERSION  . 
OF  SI  CD  FpR  SPECIAL  COHORT 


1 

Time  Points 

8  mo. 

12  mo. 

Rec&ptive  Language  Age 

4  mos. 

-.01 

.18 

8  mos. 

-.05 

Expressive  Language  Age  \ 

4  mos. 

.19 

.05 

8  mQS. 

.10 

*Kendall  Correlation  Coefficients;  none  significant  at  p<  .05;  N  =  23. 
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While  all  the  correlations  were  positive,  they  were  low.   The  same  secular 
instability  was  found  for  the  full  test  results  on  the  special  cohort  (Table 

7.4).   This  lack  of  consistency  across  time  points  probably  reflects  the 

«  "        *  •  .  '  -r  - 

irregular  course  of  language  development  during  the  first  year  of  life.  \ 

'Examiner  Reliability  on  SICD; 

At  8  and  12  months  Kendall  Correlations  between  dual-  home  visitors 

-(•N  =T21  at  both  time  roints)  were  1.0  for  the  RLA.  For  the  ELA,  Kendall 
Correlations  were  .88' for  8  months  and  1.0  for  12  months.  Interobserver 
reliability  seemed  to  be  no  problem  with  the  shortened  hOmt- version.         ,\  t 

'  Home  vs_.  Clinic  Comparisons  5  '  \  ' 

.   Correlations  between  the  overall  scores  for  the  full  clinic  and  the  shome 

•  '  \ 

versions  of  the  SICD  were  as  follows:  ' 

RLA       ■'  ELA  *  \ 

Special  Cohort  (N  =33)  -  \ 

4  mo.itns  .  .30  .65. 

8  montjis*      »  *  .31  .30 

Jotal  Sample  (N  =  162) 


12  months  .25  .32  *  ^ 

-Even  more  important  than  the  monotonicity  of  these  measures  is  the  valid 
ity  of  the  simpler  version  as  a  categorical  screening  'device.   This  is  some- 
what  hard  to  evaluate  from  our  data  because  there  were  'very  few  cases  of  ' 
-language  delay.    Some  indication  of  the  sensitivity  and  specificity  of  the 
shorter  form,  however,  can  be  seen  in  the  following  comparison  for  receptive 

t 

language:  * 


:RLC 


4U- 
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Receptive  Language  Age  at  12  Months  . 
Full  SICD 

Delayed      Border-      Average      Above  Total 
(4  mos.)      line  ■    '  (12  mos.)  Average  * 
(8  mos.)      ,    ,       (>12  mos.) 

Delayed      .        0        •     0    0  ^ — 0   0 

!>-hort  Borderline  -  0  1  2  '"  0  i  3.  ■ 
Home  » 

-Version    :  ^Average  "           2  6  .51  "  8  -69 

SICD                    Avera9e      0  8  '  48  31  ,  91 

at  12  months   Total   ■  -2   15-  101  45  '     163  , 


Of  those  children  receiving  both  tests,  there  were  two  cases  of  delayed,  recep- 
tive  language  identified  with  the  full  form  at  12  months  of  age;  both  of 
these  were  categorized  as  "average"  by  the  home  version.    Of  the  15.  classed 

> 

as  borderline  on  the  full  form  only  one  was  correctly  classified  by  the  short 
version.    Conversely,  the  home  version  identified  three  children  as  "border- 
line."  Only  one -of  these  was  borderline  according  to  the  full  test; 'the  other 
two  were  "normal."   The  trend  in  the  above  data  is  for  the  shortened  version 
to  obtain  higher  receptive  language  ages  than  the  full  SICD.   This  may  be  due 
co  insensjtivity  of  the  simpler  test,  but  "it  is  very  likely  confounded  by 
differences  in  child  performance  between  the  home  setting  and  the  strange 
university  testing  setting.   This.plus  the  high  changeability  of  infant  be- 
havior over  relatively  short  periods  (there  was  at  least  two  weeks  between  the 
home  and  CDMR  testing)  makes  it  difficult  to  evaluate  the  validity  of  the  home- 
Si  CD  from  these  data."  «  . 

Data*  Reduction  and  Descriptive  Statistics:   Mental ,  Motor,  Behavior 

Three  scales  of  the  Ozgiris-Hunt  Scales  of  Infant  Psychological  Develop- 
ment provided  measures  of  conceptual  development  of  the  infants  at  12  months: 
1)  means  for  obtaining  desired  environmental  events  (abbreviated  as  means  and 


ends),  2)  vocal  imitation,  and  3)  gestural  imitation.    Scores  on  these  scales 
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were  defined  as  the  highest  scale  point  attained  on  each  scale.    It  is 
assumed^that  an  infant) .follows  a  sequence  of  steps  in  the  development  of  a 
'concept  and  his  score  is  the  level  of  conceptual  development  which  he  has 

attained.     /^\  ' 

Some  difficulties  arose  in;  scoring  the  Vocal  Imitation  Scale.    On  the 
version  of  thi^  scall  tHatfwe  used  there  were  severSVTtems r  whi~cT;ureajthe 
-mother  as  the  model  f/r  were  mother- report  items.    In  the  revised  scaling 
procedures  deserve/ by  Uzgiris  and  Hunt  (1975),  these  items  were  not  in- 
cluded in  the  scaling,  so" we  did  not  assign  scale  scores  for  these  items. 
The  Vocal  Imitation  Scale  also  posed  problems  in  the  testing  situation.  About 
3V  percent  of  the  subjects  showed  "no  interest"  in  any  of  the  vocal  imitation 
items  and  thus  did  not  meet  criterion  for  even  the  lowest  scale  score.  The 
examiner  felt  that  the  infants  were  tiring  by  this  point  in  the  testing; 
therefore  we  chose  to  call  their  data  "missing"  rather  than  make  the  assump- 
tion  that  their  vocal  imitation  was  extremely  delayed. 

The  median  scale  score  for  Means  and  Ends  was  10. 4. 1   This  indicates  that 
,  half  of  the  12-month-olds  in  our  sample  had  reached  a  stage  of  "anticipatory 
constructions  of  means  adapted  to  an  end"  '(Uzgiris-Hunt,  1975,  p.  1]1).  This 
stage  is  implied  by  their  ability  to  use'a  string  tied  to^ an  object  to  obtain 
the  object  while  it  is  not  in  the  direct  line  of  sigfit.   The  "median  scale 
score  for  Vocal  Imitation  was  5.5.   Half  of  the  infants  in  ourvsample  had 
attained  a  stage  of  "recognizing  and  imita'ting  familiar  sourid~"patterhs" 

(Uzgiris-Hunt,  1975,  p.  114).   The  median  scale  score  for  Gestural  Imitatjo 

/ 

are  presented 


1 


frequency  distributions  for -the  three  Uzgiris  Hunt  Scales 


in  Appendix  7.7. 
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was  7,  indicating  that  50  percent  of  our  sample-  had  attained  theHstage  where 
they  attempt,  although  without  succeeding,  to  imitate  "invisible1^ gesture's 
such  as  blinking  eyes"  (Uzgiris-Hunt,  1975,  p.  115).  \ 
The  age  norms  for  these  scales  must  be  considered  rough  estimates.  They 
were  based  on  the  ages  by  which  the  steps  in  the  sequence  were  attained  by 
the  majority  of  the  infants  in  the  Uzgiris-Hunt  (1975)  sample  and  represent 
arrtt  of  less  than  10  at  each  month  of  age.    Comparing  the  scale  scbres  ob- 
tained by  our  infants  with  the  rough  norms  provided  by  the  Uzgiris-Hunt 
sample,  6.2  percent  of  our  infants  had  deviantly  low  scores  (more  than- 4  months 


below  the  rough  norms)  on  Vocal  Imitation,  7.3  pe'rcent  were  devyantly  low  on 
Gestural  Imitation,  and. all  were  within  the  rougy  normal  range  for  the  Means 
and  Ends  'scale! 

Mental  and  motor  development  assessed  by  the  Bayley  Scales  resulted  in 
two  scores:  *  " 

1)  the  mental  developmental  <■      (MDI)  and 

2)  the  psycho-motor  developmental  index  (PDI).  ,  1 
For  the  MDI  our  sample  of  173  subjects  showed  a  range  of  70-140  with  a 

mean  *f  11/. 0  and  a  .standard  deviation  of  10. 771   The  mean  MDI  for  our  sample 
was  higher  than  the  mean  of  the  normalized  standard  s.cores  of" the  94  infants 
in  Bjiyley's  sample  at  12  months  of  age.    Only  1.2  percent  of  our  sample  showed 

delayed  Rental  development  (more  than  one  standard  deviation  below  the  normal - 

r 

izei  mean).  <*  ' 

For  the  PDI,  our^ample  showed  a  range  of  53-134  with  a  mean  of  101.3  and 


Frequency. distr-ibutions_f or  MDI  and  PDI  are  presented  in  Appendix  7.8. 
The  scores  in  these  distributions 'are  grouped  into  ranges  ba^sed  on  normalized 
standard  scores  having  a  mean  of  100  and  a  standard  deviation  of  16. 


9 

:RLC 


7.22s 


a  S.D.  of  14.4.  These  values  come  closer  to-those  of  Bayley's  standardi- 
zation  sample.   Motor  development  appeared  delayed  in  12.1  percent  of  our 

sample.  \ 

\ 
\ 

Consistency  of  Mental  and  Motor  Scores  Over  Time  ' 

Twenty-seven  of  the  infants  in  the  special  cohort  were  given  the  Bayley 
scales  at  4,  8,  and  12  months.   The  correlations  across  time  for  the  MDI  and. 
PDI  on  this  portion  of  the  sample  ranged  frjom  -.09  to  .25  (Table,  7.5).  We 
see  the  same  lack  of  consistency  for  tested  mental  and  psychomotor  develop- 

ment  during  infancy  as  we  ^aw  for  language.    »  '  (  / 

'/        •  * 

Data  Reduction:   Behavior  ,  » 

The. infant's  behavior  at  12  months  was  assessed  by  the  Bayley  Infant 
ehavioral  Record  (IBR).  The  distributions, of  the  behaviors  assessed  (Appen-, 
dix  7.9) -can  be  used  to  provide  a  general  description  of  the  behaviors  typical 
of  the  12-month-old. infants  in  our  sample!  The  infapts  appeared  to  have  a 
strong  interest  in  persons  (52%  rated  7  or  higher),  with  a  preference  for 
interacting  with  their  mothers,,  UostJwere  accepting-of  the  testing  situation; 
only  about^percent  showed  clearly  uncooperative(behaviors  during  the  test.\ 
Tf>eir^goal  directedness,  attention  span,  and  endurance  tended  to  be  moderate. 
The  infants  were  responsive  in  reaction  to  test  stimuli  (51*  rated  7  or  higher 
on  reactivity).  Interest  in  looking  and  manipulating  or  exploring  withstands 
^aTliTgher  than  interest  in  listening.  White  91  percent  showed  some  mouthing 
of  toys,  very  few  infants" sucked  on  their  fingers  or  pacifiers. 

In  order  -to  reduce  the  number  of  behaviors  to  a  few  variable  sets  which 
might  descnbe  categories  of  behaviors,  we  factor-analyzed  the  items  in  the 
IBR  "(Items  .1-8  and  11-27^.   The  seven  Resulting  factors  suggested  groups  of  / 
behaviors  which  fell  todetherboth  statistically  and  intuitively.  Normally, 
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TABLE  7.5 


CONSISTbO  OF  BAYLEY  MENTAL-  (MDI)  AND  MOTOR  (PDJ) 
DEVELOPMENTAL  INDEXES  AT  4,  8,  AND  12  MONTHS  FOR  SPECIAL  COHORT 


4 


MDI 


PDI 


4  mos.- 
8  mos. 

4  mos. 
8  mos; 


Time  Points 


8  mo. 


12-  mo. 


■.09 


.10 


.Q8._ 
.25* 

.05; 
.T4 


♦Kendall  Correlation  Coefficients;^.  t05;  N  =  27.' 
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.factors  which  account  for  little  of  the  variance  wovlj  not  be  considered  sig- 
nificant.' In  this  case,  however,  we  were  interested'in  items  which  inter- 
correlated  and  which  described  a  set  of  common  behaviors.  .The  variable  sets 
formed  In' this  way  and  their  composition  are  summarized  as  follows:1 


1)  Activity 

6.  Tension 

14.  Activity 
21.   Body  motion 

.  25 »    Level  of  energy 

2)  Goal  Orientation 

8..  Responsiveness  to  objects 

.11.  Goal  djjieotedness 

12.  Attention  span  ' 

13.  Endurance 
20.  Manipulating 

o 

t  • 

3)  Sensitivity 

1.    Responsiveness  to  persons 

15.  Reactivity 

16.  Sights-looking 

17'.    Listening 'to  sounds 


4)  Emotional  Tone 

2.   Responsiveness  to  examiner 

4.  Cooperativeness 

5.  .  Fearful ness  (scale  reversed) 
"     7. .  General  emotional  ton$ 

13.  Endurance 

5)  Responsiveness  

•  —  ^ 

1.  Responsiveness  to  persons 

2.  Responsiveness  to  examiner 

3.  Responsiveness  to  mother 

6)  Coordination 

26.  Coordination  of  gross  ;nuis"cTeS^ 

27.  Coordination  of  fine  muscles 

7)  Mputhing 

23.  Mouthing  or  sucking— pacifier 

24.  Mouthing  or  sucking— toys. 


-  Scores  for  each  of  these  variable  sets  derived  from  the  IBR  were* con-  . 
structed  by  summing  the  scores  on  the  items  within  the  set.  Scale  scores  on 
Fearfulness  (Item  5)  were  reversed  due- to  a  negative  correlation  with  other 

items  within  this  variable  set. 

#  ...   

Relationships  to  Maternal  Education,  Perinatal  Risk  and  Sex 

Only  two  developmental  status  variables  were  significantly  related  to 
mo^her^s  years  of  schooling  and  these  were  two  sets  from  the  IBR: 


Correlations  among  the  items  within  each  of  these  seven  variable  sets 


£    are  presented  in  Appendix  7.10. 
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Goal  orientation  score  (tau  =  .10) 
Sensitivity  scofe  (tau  =  .10).;. 

Infants  of  mothers  with  higher  education  were  slightly  more  goal-oriented  and 
more  sensitive  to  people. and  other  stimuli.   They  did  not,  however,  show 
differences  on  language,  motor  or  mental  development.   This,  is  consi  tent  with 
other  researcK^whtet)  shows  that  effects  of  maternal  education  or  family  socio- 
economic  status  on  child  development  are  not  expressed  in  infancy  (e.g.,  Kncb- 
ioch  and  Pasamanick,  1960  and  1963;  Willerman  et  aK,  19^0?  Ireton0  et  a]_. ,  1970) 
There. were  only  a  few  small  associations  between  perinatal  risk  and 
J2-month  developmental  status.   This  general  lack  of  relationship  between  peri- 
natal complications  and  child  behavior  is  similar  to  the  findings  of  earlier 
chapters.    Perhaps  the  perinatal  experience  has  not  yet  had  time  to  be  ex- 
pressed in. developmental  delay.    In  light  of  other' findings  (e.g.,  Brom'an  et  a]_. 
1975)  it  is  more  likely  that  mild  or  non-life  threatening  complications  are 
overshadowed  by  the  quality  of  the  environment. 

^^__T-here-were-no-significant  relationships  between  sex  and  any  of  the  devel-op^ 
menral  status  variables. 

Relationships  among  Developmental  Variables  ... 

Correlations  among  the  developmental  status  variables  are  presented  in 
Table  7.6.   Several  interesting  patterns  appear.    For  example,  infants  with 
high  receptive  and  expressive  language  scores  tended  to  have  high  mental 
scores  (MDI),  high  motor  scores  (PDI),  and  to  be  high  in  goal  orientation, 
sensitivity,  emotional  tone,  responsiveness,  and  coordination.    This  set  of 


relationships  is.  understandable  since  the  ability  to  communicate  underlies 
many  of  the  tangible  behaviors  tested  in  instruments  such  as  the  Bayley  Scales. 
•    °Intercorrelations  among  the  three  Uzgiris-Hunt  Scales  are  low,  suggesting- 


TABLE  7.6  v 
CORRELATIONS  AMONG  DEVELOPMENTAL  VARIABLES'  AT  TWELVE  MONTHS 


i 

• 

Lang- 
uage 

(sico) 

Uxgiris-ftunt 
Scales 

Bayley 
Scales 

Bayley  Infant 
Behavioral  Record 

1 

\ 
\ 

> 

CO 

n 

0) 

s. 

to 

C  i— 

UJ  ro 

J)             i-  3 

*    c           «o  . 

ro    ,           U  to 
<D               O  <D 

2:         >  o 

»—t  *—* 

Q  Q 
2E  O. 

Activity 

Goal  Orienta- 
tion 

Sensi- 
tivity, 

Emotional 
Tone 

Respon- 
siveness 

Coordina- 
tion^ _ 

Miouthing 

\ 


-^GUAGr  (Si CD)  " 
Receptive  (RLA) 
^Expressive  (ELA) 

JZGIRIS-WJNT 
Means  ahd  Ends 
Vocal  Imitation 


JAYLEY  SCALES 
Mental  (MDI) 
Motor  (PDI)  , 
HYLEY  BEHAVIOI 
Activity 
Goal  Orientation 
Sensitivity 
"Emotional  Tone 
Responsiveness       ,  * 

Coordination  (high=smooth) 


.31*  .11* 

.09 

.04  * 

1 

.19* 

.09* 

.09 

,.20* 

.16* 

.25* 

-.14* 

-^03 

.18* 

.06 

-.02 

•  2b*. 

.21* 

.05 

.22* 

.15* 

.16* 

.21* 

-.21* 

-.21* 

-.04 

.09* 

.16* 

.18* 

.01 

,  .16* 

.09 

.19* 

.06 

-.13* 

-.20* 

."04 

.16* 

.03 

.-.0? 

/  .11* 

.10 

'  .04 

.13* 

-.07 

-.05 

on 

\  ' 

.04 

-.01 

•  10V 

(-.01 

.07 

.12* 

.03 

.08 

.03 

r 

♦  t 

V 

.21* 

.08" 

\ 

738*" 

.28* 

.23* 

/ 
/ 

.27* 

-.30* 

-.19* 

.23* 

.10* 

.05 

.05  ■ 

.04 

-.51* 

-.15* 

RECORD  v 

1 

-.11* 

-.06 

-.03 

./07 

-.20* 

.10* 

.38* 


.49* 
.35* 


.31* 
.51* 
.46* 


.23%  -.26* 
.17*  -.12* 
.15*  -.13* 
.10*  -.06 
.11* 


♦KendaTr  Torrtef  a fiofTCoef f  1  ci en tsTP  <  .  05 ;  Range  "oflT = 1 06-173 . 
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that  they  are  tapping  relatively  independent  conceptual  schemas.    Infants  who 
scored  high  on  the  Means  and  Ends  Scale  had^tiigher  language  scores  and  better 
mental  and  motor  development;  they  also  tended  to  have  high  .goal  orientation, 
high  responsiveness  to  the  testing  situation,  smooth  coordination  and  little 
mouthing.    These  correlations  suggest  that  the  development  of  a  conceptual 
means  for  obtaining  environmental  ends  involves  a  broad  scope  of  developmental 
*  skills. 

Relationships  between  Physical  Health  and  Developmental  Status  a!t  12,  Months 
Relationships  between  the  variables  defined  in  the  two  major  sections 
of  this  chapter,  physical  health  and  development,  are  summarized™  Table  7.7. 

Of  the  physical  he/lth  variables,  the  number  of  severe  illnesses  reported 
by  the  mother  during  tf4  first  year  of  life  showed  the  most  relationships^ 
with  the  developmental  measures. \  Infants  with  many  severe  illnesses  tended 
to  have 'lower  mental  and  moton/development  scores  on  the  Bayley  and  lower 
vocal  imitation  scores  at  12  months.   They  also  were  lower  in  goal  orientation, 
sensitivity  to  stimuli,  emotional  tone,  responsiveness  to  people,  and  had 
poorer  coordination  and  moremouthing  (of  toys  and  pacifiers). 
s  v  The  number  of  accidents  also  shewed  significant  relationships  with 

~~T      ~  severaTof "the  developmental  measures;    Infants  who  had  more  accidents  were 
more  active  and  had  more  advanced  motor  development  and  smoother  coordina- 
tion.  This  finding  suggests  that  it  is  not  the  infant  with  poorer  coordina- 
tion for  his  age  that  has  more  accidents  but  it  is  the  infant  who  is  more 

advanced  motorically.    Presumably,  due  to  his  earlier  mobility,  he  gets  

himself  Into  more  accident-causing  situations. 

Of  the  developmental  variables,  the  motor  development  score  (PDI)  and 
,    coordination  showed  the  most  relationships  with  the  physical  health  variables. 
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TABLE  7.7 


.CORRELATIONS  BETWEEN  PHYSICAL  HEALTH  VARIABLES  AND  DEVELOPMENTAL  VARIABLES  AT  TWELVE  MONTHS 

 ,   \   


PHYSICAL  HEALTH  VARIABLES 

x  Maternal  Physician 

th  Care  Record  „  Interviews  Assessment 


UtVtLvrPiLfn  ML 

Height 
Percentile 

Weight 
Percentile 

Head  Cir- 
cumference 

Hematocrit 

Well-child 
Visits 

Illness 
Visits 

"Defect" 
Visits 

Illnesses 

Severe  . 
Illnesses 

Accidents 

Total 
Concerns 

<• 

- 

i\c^c[;  Live 

-.07 

r  02 

.03 

-.15* 

.01 

-.05 

.10* 

.08 

-.06 

.06 

-.05 

Expressive 

.02 

-.02 

-.13* 

-.18* 

-.03 

.11* 

.05 

.07 

-.03 

.09* 

-.03 

Uzgiris-Hunt  Scales 

Means-Ends 

.0^ 

-.08 

-.14* 

.01 

-,13* 

.05 

.04 

.15* 

.03 

.04. 

*  Vocal  'Imitation 

.21* 

.07 

-.00 

,02 

-•03 

-.04 

-.06 

-.10 

-.16* 

.00 

-.08 

Gestural  Imitation 

.00 

-.00 

.05 

.04 

-.03 

.01 

.08 

-•06 

-.07 

-.09 

-.04 

Bayley  Scales 

MDI 

.08 

-.06 

-.08 

-.08 

-.04 

.00 

.05 

.06  , 

-.14* 

.08 

-.01 

PDI 

.16* 

.06 

-.01 

-.05 

.00 

.08 

-.04 

.02 

-.15* 

.12* 

-.15* 

Bayley  Behavioral 

Record 

Activity 

-.06 

-.v03 

■  -.04 

-.02 

-.03 

.08  , 

.05 

.12* 

-.03 

.12* 

-.12* 

Goal  Orientation 

.11*. 

.04 

-.02 

-.03 

.07 

-.00 

.02 

.05 

--09* 

.03 

'  .04 

Sensitivity 

.03 

-.02 

-.07 

.02 

.08 

-.11* 

-.06 

-.05 

-.15* 

.07 

.02 

Emotional  Tone. 

>00 

-.06 

-.02 

.01 

.06 

-.03 

.11* 

-.02 

-.08 

-.03 

.12* 

Responsiveness 

-.02 

-.08 

-.07 

-.02 

-.00 

-.06 

.04 

-.04 

-.11* 

.12* 

-.09* 

Coordination 

-.12* 

-.06 

.10* 

.01  ' 

-.05 

-.05 

.00 

-.07 

.13* 

-.16* 

.08 

Mouthing 

-.04 

-.02 

-.08 

.08 

.10* 

'  .05 

.04 

-.02 

.15* 

-.08 

.09 

♦Kendall  Correlation  Coefficients;  p  <.Q5;  Range  of  N=97-160  (for  correlations  with  hematocrit, 
range  of  N=67-71). 
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Infants  with  more  advanced  motor  development  and  those  vflth  smoother  coordina-j[ 

/■"""■ 

tion  -tended  to  be  taller,  to  have  fewer  severe  illnesses,  and  to  have  more 
accidents.    In  addition,  physicians  tended  to  have  more  concerns  about  infants 

with  lower  motor  scores. 

Perhaps  the  most  interesting  finding  in  .these  relationships  between  physi- 
cal health  and  developmental  measures  at  .12  months  is  the  apparent  effect,  of 
illnesses  on  several  important  aspects  of  the  infant's  development.  Infants 
who  had  many  illnesses  during  the  first  year  of  life  which  were  relatively 
long  in  duration  and  noticeably  changed  their  behavior,  at  the  time  of  the. 
illness  not  only  showed  delays- in  mental  and  motor  development  at  12  months 
but  also  showed  less  social  responsiveness  and  sensitivity  to  stimuli, 

SUMMARY 

The  health  and  developmental  status  of  our  stud/ children  at  1  year  on 

the  variables  for  which  there  are  norms  was  as  follows: 

Health  Indicators  "L 

Normal  weight  for  height  93.3 

Normal  head  circumference  96.7 

Normal  hematocrit  98.6 

-Recommended  health  supervision  86.0 

Normal  mental  development  98.8 

 Normal,  motor  devel  opment  \\        '  87.9. 

Normal  expressive  language  \     .  iOO.O 

Normal  receptive  language  98.8 

Their  primary  health  caretakers  rated  the  infants'  physical  health  as 
"normal"  or  "better  than  normal"  for  94.7  percent.    According  to  the  mothers' 
reports  though,  23  percent  of  the- infants  experienced  eight  or  more  illnesses 
during  their  first  year  and  10  percent  had  two  or  more  severe  illnesses.  Al- 
though none  of  the  reported  accidents  were  severe  in  terms  of  effect  on  the 
child's  behavior  and  the  duration  of  the  effect,  23  accidents  were  serious 
enough  to"  require  medical  care.    Since  accidents  cause  a  large  proportion  of 
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childhood  morbidity  and  mortality,  future  analysis  will  address  the  patterns 
of  f  ami  Ty~cliaracteri sties  which  relate  to  accidentrproneness.  The  children 
were  taller  on  the  average  than  normative  distributions,  however  11  did  have 
low  weight  for  height.  Of  those  whose  health  records  were  available  all  had 
some  medical  supervision  during  their  first  year;  the  great  majority  h ad  the 
recommended  number  of  care  contacts. 

Normally  we  would  £xpect  greater  associations  between  health  care  utili- 
zation and  socioeconomic  indicators  than  we  found.    It  it  important  to  re- 
member  in  this  regard  the  influences  of  availability  of  care  through  the 
Group  Health  Cooperative,  a  prepaid  plan,  for  this  sample.    The  availability 
plus  utilization  also  undoubtedly  are  reflected  in  the  overall  picture  of 
health  status  for  this  particular  group  of  children.    And,  since  much  of  our 
information  on  status  came  from  within  the  health  care  agency,  our  data  are 
less  than  complete  for  those  who  did  not  maintain  membership  there, 

Tffese  factors  chould^also  be  considered  for  their  potential  effects  on 
other  findings  such  as  the  lack  of  association1  between  perinatal  complications 
and  12,-month  status;  perhaps  the  intervening  cafe, -at  least  for  those  who 
maintained  it  so  we  could  document  it,  overcame  the  potential  effects. 

Fourteen  percent  of  the  infants  scored  low  on  motor  development.  This 
is  significant  since  infant  testing  is  said  to  be  most  sensitive  to  psycho- 
motor  problems.    While  motor  behavior  can  not  be  equated  with  intellectual 
potential  it  is  a  critical  part  of  assessing  neuromotor  integrity  (Knobloch 
and  Pasamanick,  1963). 

As  is  typical  of  infancy,  in  the  absence  of  neurological  or  other  physi- 
cal pathology,  the  other  developmental  measures  showed  little  variability  with 
most  of  the  children  at  or  £b,ove  the  norms.    For  those  who  at  1  year  scored 


below  the  norms,  due  to  the  general  unpredictability  of  infant  tests,  it  is 
likely  that  *    least  aorne  of  them  will  have  improved  scores  when -evaluated. 
at  later  ages.    Since  social  and  environmental  influences  are  not  reflected 
in  developmental  test  results  in  infants,  it  iSxalso  likely  that  some  of  the 
normal  scorers  will  drop  at  older  testings  (Gesell  and  Amatruda,  1974).  Thus" 
as  we  follow  this  sample  we  expect  greater  diversity  in  their  developmental 
progress,  and  as  the  effects  of  different  home  environments  are  expressed 'we  . 
will  have. the  opportunity  to  test  the  Infant  predictors  from  this  r.tudy. 

The  multiple  measures  of  status  used  at  12  months  of  age  |howed  logical 
patterns  of  relationships.   They  are  not  independent;  rather  they  are  different 
ways  of  looking  at  health  and  development  which  we  would  expect  to  be  inter- 
related.   As  future  outcome  data  are  available  we  will,  attempt  to>-consider 
multiple  measures  of  health  and  development  simultaneously.   Since  the  multiple 
measures  are  correlated  it  indicates  that  some  children  may  have  multiple 
pro  W  ems . 

the^developmental  measures  which  we  used  at" different  times  during  infancy 
i.e.,  the  modified  language  inventory  and  the  Bayley  Scales,  were  quite  un- 
stable across  time.    Our  results  indicate  that  this  inconsistency  is  not  due 
to  interobserver  unreliability  but  is  more  likely  due  to  the  changeability 
of  babjes.    Findings  such  e~>  these  must  make  us  question  the  value  of  ^develop- 
mental testing  for  children  under  1  year  as  a  routine  part  of  any  screening 
protocol . 


APPENDIX  7.1 

SIWARY  A*D  DESCAIPTIVf  STATISTICS  FOk  3TATr*>  *»VI&BlO~ 


Health  r^rt* 

 Jteconi  

Abstract 
.  (12  r«.) 


*  Variat  le 
weio».t  pen.  en  Lite 


*ei<5'  t  tor  height 


Mt*fli*     r «.    f»'**t  Pee 


"e*"  <i  t«  <.  r  <  t 


c.  it*  •  <-lNf  Mid 
\t'sits 


illness  vl^l t ^ 


Corpo..iUon  of 
Variable  Set 

Individual  Score: 
— lMoht-c-onv**rted  -to  — 
percentile  for  acje' 
sex  (Stuart  no***) 

Individual  Si.^re 
l^eiqht  cor  vo»  ti»<{  to 
oercentil**  (or  &<\of 

SO*  (^tti4M  nor^*) 

D*crotofi<ous  »ai  lable: 

1  ■  norral  weight'fpr 

heiojit 

2  *  low  heiqht  for 

neiqht 

Individual  ccorf: 
OK  converted  to 
S.D.  ran*)**  for  *«>/ 
sex  {'Jellhaus  nomsl 

Individual  ^core: 
HfT  in  percent  " 


Nutrter  of: 

reqular  we*31 -child 
visits 

''uflbe>  of 

vKits  for  illnesses 

r.-.rrt of 

vis* ts  tor  coroom tal 
d»  feci 


N       Direction  of  Values 


vedi«n  aw 

iO-?i>tr<    u-lQorh     164  hiViall 

5-41-  t,  164  hiqh*heavy 

153 


,  S.n 


15.  c9  "*2-4? 


2. ft 


'62     hio.h=1arqe  orr 


?3      hiqki=hiqh  HCT 


J*4  hiohsrecorwended 
number 


hioh=ff>any  illness 
visits 

hi<)'»=r*any  'oefect' 
visits 


1'itrrv  iei\$ 
non**i5) 


\c    r<*  illness** 
f year 


%r>or  «>f 

illnesses  teported  t  y 
rothf>r  at  4,8, and 
1^  rronths 


\o.  i»*  rev-re  illnessts   Number  of: 


Physician1** 
Assessneet 


of  cc<.  'der  IS 


T<Hal  pnysioan's 
concern^ 


Perinatal  concerns 


Physical  health 
concerns 


concerns 

{nvironrentdl 
concerns 


Health  practices 
concerns " 


illnesses  above  ;\hiCn 
had  '  so^e"  ^r  >urh" 
effect    n  t  m  Id  t-nd 
lasted  /  (<t  rore 
Vers 

'iurber  ot 

■undents  >"pm  te<*  t ,/ 
cx>ther  a*  4,P,;»nd 

Number  of* 
suspect-abnormal 
conditions  in  I-VI 

Dichotorrous  variable:  - 

1  =  nor?  J 

2  »  one      "  * 

Dichoiomous  variable 

1  -  none 

2  *  one 

fUchotomous  variable 

1  *  none 

2  «  one  or  rcore 

Dichotorrous  variable: 

1  3  none 

2  •*  one  or  rcore 

Oichotorrous  variable: 

1  ►  none 

2  »  one  or  mor 


Congenital  abnornality     Dichotorcous  variable: 


concerns 


1  *  none 

2  =  one 


0.13 


2,<50 


0.19 


i- »4 


0-9 


0*7 


If!      hiqh=many  illnesses 


161 


hioh=rany  severe 
illnesses 


161       hioh-Terny  accidents 


>8         151       hiqh-nany  concerns 


132 
19 


458 


143 


147 
4 


138 
13 


137 
14 


142 
9 


Source 


Variable 


APPENDIX  7.1  (continued) 

Composition  of 
Variable.  Set 


Sequenced     Receptive  Language  Age 
Inventory  of 
CoFiflunlcation 

Development     Expressive  Language 
Age 


Uzqiris-Hunt 
Scales  of 
Psychological 
Development 


Individual  Scqre: 
RLA 

s 

:-idivioLai  Score: 
ElA 

Individual  Score: 
highest  scale  score 
attained 

Individual  Score: 
highest  scale  score 
attained 


Gesture  Imitation  Scale    Individual  Score: 
Scale  Score  highest  scale  score 

attained 


Means  and  Ends  Scale 
Score 


Vocal  Imitation  Scale 


Median     Range       N       Direction  of  Values 


12  mos.   4-20  168  high-advanced 

nos,  receptive  lanquaqe 

l6nos.   8-20  168  high»advanced 

ros.  expressive  lanquaoe 


10.38      6*13       164  high«advanced 
development 


5.54  4- 


113  hiqh>advanced 
development 


6.94      2-9         164  high*advanced 
development 


Sayley         Activity  score 
Behavioral 
Record 


Goal  Orientation  score 


Sensitivity  score 


Emotional  Tone  score 


Responsiveness  score 


Coordination  score 


Mouth inq  score 


Sayley  Scales  Mental  Developmental 

of  Infar»t  Index 
Development 

(Kenta  1  and  Psychomotor-  Gevel  op— 

Psychomotor  mental  Index 
Scales)  • 


Sum  of  Scores: 
6.  Tension 

14.  Activity 
21.  Body  motion 

25.  Level  of,enerqy 

Sum  of  Scores: 
8.  Responsiveness" 
to  objects 

11.  Gca1  directedness 

12.  Attention  span 

13.  Endurance 
20.  Manipulating 

Sum  of  scores: 

1.  Responsiveness 
to  Persons 

15.  Reactivity 

16.  Slants-looking 

17.  listening-sounds 

*- 

Sum  of  Scores: 

2.  Responsiveness 
to  exaniner 

4.  Cooperativeness 

5.  Fearful ness 
(scale  reversed) 

7.  General  emotional 

tone 
13.  Endurance 

Sum  of  Scores: 
1.  Responsiveness 
to  persons 
,  2.  Responsiveness 
*      to  examiner 

3.  'Responsiveness 
to  mother 

Sum  of  Scores: 

26.  Coordination  of 
gross  muscles 

27.  Coordination  of 
fine  muscles 

Sum  of  Scores: 

23.  Mouthinq  or 
suckino-pacifier 

24.  Mouthing  or 
sucking- toys 

Individual  Score: 
MOI 


-Indi  v44ua4-$G©re,- 
PDI 


17.86      11-26        169      hiqh*hiqh  activity 


5.70 


29.86      17-41        168      h1gh*h1gh  goal 
;  orientation 


24.74      15-3^        169      hiqh^hloh  sensitivity 


2°  65      17-39       170      hiqh=hioh  responsive- 
ness t$  testino 


14.66       9-19        172      hiqh=hiqh  responsive- 
ness to  peonle 


2-8         171      hioh=poor  coordina- 
tion 


4.37       2-17        172      hioh=much  mouthing 


117. 041  70-140  173  Mgh=advanced  mental 
(10.72)  development 


(14.41) 


JbghEadvancfid  motor 
development 


1Mean 
(SD) 


45 


50 


ERLC 


FREQUENCY  DISTRIBUTION  FOR  HEIGHT  PERCENTILE 
'  PT  TWELVE  MONTHS 


talue       Height  Percentile  uteqories 


Celow  3rd 
3rd  to  9th 
VJth  to  2^th 
.^th  to  49  th 
SOtn  to*  75th 
76th  to  9Cth 
9Ht  to  97th 
Above  97 th 


C«*l 


Catteries  *■ 
tr*.-«*th  (1946). 


APPENDIX  7.2 


FREQUENCY  DISTRIBUTION  FOR  UtlGHT  PERCENTILE* 
AT  TWELVE  MONTHS 


Value       Weight  Percent-He  Cateoories 


4 

2.4 

v  1* 

Below  3rd 

3 

.1.8 

2 

3rd  to  9th 

18 

11.0 

3 

10th  to  2*th 

29 

If. 7 

25  th  to  49  th 

47 

28.7*  > 

5 

50th  to  75th 

1C 

11.6  ■ 

6 

A76th  to  90th 

26 

15.9 

'  7 

91st  .to  97th 

18 

11.  C 

8 

Above  97th 

Total 

!  on  nc'rTutive 
* 

tfatf  of  Stuart  and 

^Cateoories  are 

V 

6.7 

19 

n.e 

29' 

U.7 

43 

^6 

18 

ii/i 

5 

I6£ 

♦Median  ■  4.0 


*T  T  H 

%  r"*?  ■:Fin,l  F^  mfigmt 
Vf  M0MH$ 

Percentile  L-ire  Difference 
Between  i.'eJ<3wt  ard  neiqhO 

N 

1?  10.4 

Normal 

0 

28  17.1 

Weioht 

1 
? 

4:    ,         ft.?  * 

37                  2?. 6 

For 

He  in' 

■      -             '  3 

22  13.4^ 

4 
5 

9  5.*T" 
2  1.2 

Low 

Wei  oh t 
For 

He i ant 

« 

164 

FREQUENCY  PlSTPIBUTjftl  fO»  HEAD  (Iftai'FEPL'iO 
AT  7HLVF  WlTl'S 


^Positive  values  represent  weiqM  in  lower  percentile  ranqe  tnan  heiqht, 
♦Median  «  1.2 


Value  Head  Circumference  Category1 

1  Greater  than  -  ?  S.O. 

2  -  2  S.D. 

3  +2  S.O. 

4  Greater  than  +  2  S.P. 
Total 


3  » 
69 
78 

2 

152 


2.0 
45.4 

* 

51.3  . 
1.3 


Categories  are  standard  deviati&n  (S.D.)  ranges  based  on 
normative  data  of  ilellhaus  (1968). 

♦Median  =2.5 


480 


9 

ERIC 


\ 


FRtWNCY  DISTRIBUTION  OF  NUMBER  OF 
WEL\-CHIL0  VISiVTS  AT  HEALT^  CARE 
J-ACllITY  DUKIN^ FIRST  YEAR 


APPEND 


:^d\x^7.3 


FREQUENCY  DISTRIBUTION  OF  NUMBER  OF 
VISITS  TO  HEALTH  CARE  FACILITY 
FOR  ILLNESSES  DURING  FIRST  YtAR 


Nwnber  of  Kell-Cfcild  Visits 

N 

* 

2 

1.2 

2 

1  u 

O.fc 

3               .  , 

4 

2.4 

4 

16 

9.8 

5 

141 

86.0*  y 

"Total 

"  164 

*»!edian  J4.S. 


FREQUENCY  DISTRIBUTIOfl  OF  NUMBER  OF 
VISITS  TO  HEALTH  CARE  FACILITY 
FOB  MANAGEMENT  OF  CONGENITAL  CONDITIONS 
DURING  FIRST  YEAR 


Number  of  Illness  Visits 

N* 

"* 

% 

0 

18 

11.0 

1 

•32 

19.5. 

2 

23 

14.0 

*  3 

25 

15.2* 

4 

21 

12.8 

5 

9 

5,5,' 

6 

12 

7.3  . 

7 

6 

3.7  ' 

8 

3 

1.8 

9' 

5 

3.0  . 

10 

3 

1.8 

11 

2 

1-2 

12 

2 

1.2 

13 

1 

0.6 

14 

2 

1.2 

Total 

164 

♦Median  *  2.9 


o 

Number  of  defect"  Visits 

0 

138 

84.1* 

1 

8 

4.9 

2 

1.8 

3 

4.3 

4 

0.6 

5 

0.6 

6 

1.2 

ft 

0.6 

9 

0.6 

10 

0.6 

23  • 

0.6 

Total 

164 

♦Median  »  0,1 


ERJC 


4  Si 
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FREQUENCY  DISTRIBUTIONS  FOR  TYPE  AND  SEVERITY  OF  ILLNESSES 
REPORTED  8Y  MOTHERS  AT  EACH  TIME  POINT 


Type  of  Mines 


Allergies 


-  Colds 


Colic 


Flu 


Infections 


Rashes 


Other 


Total 


4  mo; 


8  mo. 


No.  reported 
No.  severe 
%  severe 

No.  reported 
No.  severe 
%  severe 

No.  reported 
No.  severe 
%  severe 

No.  reported 
o.  severe 
^  severe 

Hp.  reported 
No.  severe 
eve  re 


wNo.\  reported 
v,flo.\  severe 
•  %  severe 


12  mor 


No.  reported 
No.  severe* 
%  severe 

No.  reported 
No.  severe 
%  severe 

\ 
\ 


No.  of  subjects 

Median  number  of 
Iljnesses  per  subject 

Median  number  of 

e  Severe  Illnesses  per  subject 


1  A 

1  c  s 

15 

1  ft 

19, 

2 

1 

4 

14.3 

6.7 

21.0 

111 

131 

148 

11 

7 

17 

9.9 

5.3 

1175 

55 

6  - 

2 

28 

1 

0 

50.  9> 

16.7 

0 

9 

?5 

45 

1 

-  4 

5 

11.1 

16.0 

11.1 

26 

23 

52 

2 

7 

Q 

7.7 

30.4 

./.3 

63 

49 

48 

2 

3 

4 

3.2 

6.1 

8.3 

30 

49 

56 

2 

5 

5 

6.7 

10.2 

8.9 

308 

298 

370 

48 

28 

44 

15.6 

9.4 

11.9 

177 

165 

172 

1.5 

1.5 

1.8 

0.2 

0.1 

0.1 

48 


APPENDIX  7.4 


FREQUENCY  DISTRIBUTIONS  FOR  NUMBER  OF  ACCIDENTS 
REPORTED  BY  MOTHERS  AT  EACH  TIME  POINT 


Type  of  accident 


Blows  -  Child  Active 

Open  field 
Falls- 
Blows  -  Child  Passive 

Dropped 
Unusual 


Other 


Bites 
8urns 
Ingestion 
Other 


4  no. 


8  mo. 


5 

34 


51 
69 


1 

10 
11 

8 


12  mo. 


124 
43 


2 

12 
18 
16 


Total  Accidents 
No.  of  subjects 


59 
177 


155 
165 


225 
172 


Median  number  of  Accidents  per  subject 


0.1 


0.8 


1.2 


483 


A 

FREQUENCY  DISTRIBUTION  OF  NUMBER  OF  ILLNESSES 
REPORTED  BY  MOTHER  DURING  FIRST  YEAR 


APPENDIX  7.5 


FREQUENCY  DISTRIBUTION  OF  NUMBER  OF  ACCIDENTS 
s     REPORTEO  BY  MOTHER  DURING  FIRST  YEAR 


  —  <Nu»b*r-o£-lU*es$e& 

1 

 ^  .  •  1 — 

-        1  . 

1 

0.6- 

*  t 
"2  1 

11 

6.8 

3 

27 

4 
% 

26 

16.1 

5  " 

23 

14.3* 

-   :  15.5 

7 

U 

6.8 

8 

9 

5.6 

9 

n 

"m, 

5  ■ 

3.1 

■  11 

8 

5.0 

12 

2  . 

1.2* 

13      <  . 

1 

0.6 

*  14 

1 

-  0.6 

Total 

1G1  , 

Number  of  Accidents 


0 

_  .  1 
2. 

3 

*  5* 
6 

Total 


•Median  «  2.4  «. 


11 

6.8 

39  ^ 

24.2 

34 

21.1* 

28 

.17.4 

S. 

28 

17.4 

12 

'  ?-5 

5  / 

t  4 

2^5 

161 

vve<iian  T  5.2 


FREQUENCY  DISTRIBUTION  OF  tAiMDEP  OF  SEVERE  KLNFSSFS 
REPORTED  DY  MOTHER  DURING  FWT  *YEAP 


0- 


Number  of  S'vere  Illnesses1 

0 
1 

2 
3 
5 
9 

Total 


97 

4; 
7 

'7 
2 
1. 

161 


60.2* 
29.2 
4.3 
4.3 
1.2 
0.6 


*  'severe  illnesses  are  those  which  mother  reported  as  having  "sopfe" 
"much1  effect  on  the  infant  and  lasting  two  or  more  weeks. 


•Median  «  0.3 


ERjC 


t  3*u 


APPENDIX  7.6 

FREQUENCY  DISTRIBUTION  FOR  RECEPTIVE 
LANGUAGE  AGE  (RLA)  AT  12  MONTHS 

I 


Value 

RLA  (Months) 

N 

% 

1 

4  — 

2 

/ 

1.2 

2 

8 

16 

9.5 

3 

-  12 

102 

"  60.7  * 

4  • 

16 

42 

25.0  . 

5 

20 

* 

-  6 

3.6 

Total 

\ 

i 

168 

:rrTj*Me(H.an- r  3.1  (approx.  12  months-)— 


FREQUENCY  DISTRIBUTION  FOR  EXPRESSIVE 
LANGUAGE  AGE  (ELA)  AT  12  MONTHS 


Value 

'  ELA-' (months) 

N 

•    .  '% 

<  • 

1  ' 

4   

0 

■  0 

■  2  \ 

•8 

•  • 

2 

■  :  "l-z, 

3 

12 

18 

10.7 

4 

*  16            '  "  : 

j 

97 

57.7  * 

20 
Total 

51 
168 

'  30.4 

4 

*Median  =  4.2  (approx.  16  months) 


APPENDIX  7.7 


FREQUENCY  DISItMBUTION 'OF  UZGIRIS-HUNT 
MEANS  AND  ENDS  SCALE  SCORES  AT  12  MONTHS 

 \  


.) 


ERIC 


*  1 

highest  Scale  Score 

Rouqh  Age  Norm 
(months) 

N 

%  s 

i 

\   "  6 

8 

3 

1.8 

7 

9 

4 

\ 

2.4  f 

',    « ,/ 

10 

4 

2.4 

i 

1 

12  , 

11 

\  6  7 

|  /T0 

13 

63   

 44-r5* 

1  11 

1 

15-18 

37 

t 

22.6 

12 

19-20 

26 

15.9 

13 

22 

11 

6.7 

*      Total . 

^164 

V 

♦Median  -""TO. 4   (approx.  13  months). 

N 

FREQUENCY  DISTRIBUTION  OF  UZGIRIS-HUNT 
,              VOCAL  IMITATION  SCALE  SCORES  AT  12  MONTHS 

 j  

{                           Highest  Scale  Score 

.  — — i — 

Rough  Age  Norn 
(months) 

N 

% 

-  < 

i  • 

7  " 

6.2 

5  ~ 

9 

48 

42.5 

* 

> 

6  ' 

12 

35 

31.0 

7 

12-14 

17 

15.0 

8 

14 

6 

5.3 

i 

1       Total  v 

-  1  

113 

i         .  ! 

♦Median  =  5.5  (approx. 

9-12  months) 

FREQUENCY  DISTRIBUTION  OF  UZGIRIS-HUNT 
GESTURAL  IMITATION  SCALE  SCORES  AT  12  MONTHS 

\ 

Highest  Scale  Score 

Rouah  £ge  Norm 
(months) 

N 

% 

2 

12 

7.3 

J  3 

~  8 

7 

4.3 

i  5 

10 

42 

25.1  ^ 

!  ..  7 

8 

14 

14-17 

48 
41 

28.7* 
25.0 

9 

i 

14-20 

14 

8.5 

1                   *  Total 

164 

i  ...... 

Median  =  7.0  (approx. 

i 

14  months)        ^  ^ 

1 

\ 


{ 

c 


APPENDIX  7.8 

FREQUENCY  DISTRIBUTION  FOR  BAYLEY  MENTAL  DEVELOPMENTAL  INDEX 

(MDI )  AT  TWELVE  MONTHS 


MDI 

N 

Below  84 

2 

1.2 

84  -  116 

59 

39.9 

Above  116 

102 

58.9 

Total 

173 

Mean  =  117.0;  S.D. 

=  10.7;  Median  =  118.3;  Range  = 

70-140. 

FREQUENCY  DISTRIBUTION  FOR  BAYLEY . PSYCHOMOTOR  DEVELOPMENTAL  INDEX 

(PDI)  AT  TWELVE  MONTHS 

PDI 

N 

% 

Below  84 

21 

12.1 

84  -  116 

120 

69.4 

bove  116 

32 

18.5 

Total 

173 

Mean.=  101.3;  S.D.  =  14.4;  Median  =  103.7;  Range  =  53-134. 


.  APPENDIX  7.9 

FREQUENCY  DISTRIBUTION  OF  RATINGS  FOR  THE  BAYLEY -INFANT  BEHAVIORAL  RECORD 
AT  TWELVE  MONTHS  (N  =  173) 


.1 

/ 

-            I  tern 

I 

o 

L 

3 

A 

Scale 
5 

Points 
6  7 

o 

8 

A 

Omit 

1 
1 

<£fi>popsi veness  to  Persons 

None 

a 
0 

A 

o 

L 

1 

21 

60 

56 

27 

7 

A 

0 



Much 

L 

Responsiveness  to  Examiner 

Avoid 

•  2 

A 

9 

A  O 

48 

OA 

80 

34 

A 
U 

Invite 

Responsiveness  to  Mother 

Avoid 

0 

0 

17 

91 

64 

_ ._ 



1 

Invite 

4 

* 

Cooperati veness  ' 

None 

0 

2 

9 

13 

61  " 

27 

49 

9 

2 

Much 

5 

Fearfulness 

None 

66 . 

^4 

32 

7 

4 

4 

5 

0 

0 

1 

Much 

6 

Tension 

Low 

0 

62 

61 

40 

7 

0 

0 

0 

2 

High 

7 

General  Emotional  Tone 

Un- 
happy 

0 

2 

4 

12 

52 

28 

r  a 

17 

5 

3 

Hapny 

E 

Responsiveness  to  Objects 

None 

0 

0 

3 

6 

62 

A  C 

44 

4 

3 

5 

Much 

9 

Imaginative  Play  with 
material s 

Yes 

21 

T  A  ft 

149 

3 

No 

IU 

Attachment  to  UDject 

Yes 

18 

ICO 

-> 

0 

NO 

1 1 

Goal  Directedness 

None 

0 

A 

0 

1  A 

14 

7 

CO 

52 

33 

46 

1 5 

3 

3 

Much 

12 

$ 

Attention  Span 

Short 

0 

3 

10 

2 

61 

43 

38 

A 

9 

A 
4 

3 

Long 

1 3 

Endurance 

* 

Little  0 

0 

5 

10 

54 

23 

54 

16 

8 

3 

Much 

14 

Activity 

None 

0 

0 

3 

2 

89 

A  A 

OQ 

7 

0 

0 

Much 

15 

Reactivity 

None 

0 

0 

2 

5 

34 

A  0 

o  1 

4 

4 

0 

Much 

16 

Sights-Looking 

None 

0 

0 

0 

6 

50 

CO 

/in 
4U 

6 

P 

2 

Excessive 

17 

Listening  to  Sounds 

None 

0 

0 

0 

18 

'59 

DO 

oc 

7 

^ 

4 

Excessive 

18 

Producing  Sounds  -  Vocal 

None 

0 

2 

7 

34 

70 

04 

on 

2 

0 

4 

Excessive 

19 

Producing  Sounds-Banging 

None 

5 

17 

15' 

25 

50 

36 

20 

0 

2 

Excessive 

2a 

Manipulating 

None 

0 

0 

0 

8 

59 

58 

41 

5 

0 

2 

Excessive 

21 

Boay  Motion 

None 

0 

0 

1 

8 

94 

39 

22 

7 

0 

2 

Excessive 

22 

Mouthing  -  Fingers 

None 

126 

22 

13 

6 

3 

1 

0 

1 

0 

1 

Excessive 

23 

Mouthing  -  Pacifier 

None 

137 

11 

14 

3 

5 

0 

0 

2 

0 

1 

Excessive, 

24 

Mouthing  -  Toys  , 

None 

15 

44 

48 

33 

18 

10 

1 

2 

1 

1 

Excessive 

25 

Level  of  Energy 

Low 

0 

9 

108 

46 

8 

2 

Hiqh  • 

26 

Coordination-Gross  Muscle 

Smoo  th 

6 

•'40 

112 

13 

0 

2 

Poor 

27 

Coordination-Fine  Muscle 

SmoO'h 

2 

48 

no 

10 

1 

*  2 

Poor 

—  "  Scale  point  not  applicable  to  behavior. 


PEARSON  CORRELATIONS  AVONG  ITEMS  IN  ACTIVITY  SCORE 
FROM  BAYLEY  INFANT  BEHAVIORAL  RECORD  AT  TWELVE  MONTHS 


Activity  Body  Motion  Level  of  "nerqy 

Tension  .48  .48  .40 

Activity  *  .85  .77 

Body  Motion  .79 


PEARSON  CORRELATIONS  AMONG  ITEMS  IN  GOAL  ORIENTATION  SCORE 
FROM  BAYLEY  INFANT  BEHAVIORAL  RECORD  AT  TWELVE  MONTHS 


Goal  Direct-    Attention  Manipu- 
edness  Span       Endurance     1  a  t i  ng 


Responsiveness  to  Objects         .58  .57 


.41  .42 


Goal  Directedness  -71  46  AQ 

Attention  Span  gp  ^ 

Endurance 


PEARSON  CORRELATIONS  AMONG  ITEMS  IN  RESPONSIVENESS  SCORE 
FROM  BAYLEY  INFANT  BEHAVIORAL  RECORD  ATjWELVE  MONTHS 


Responsiveness  to  Persons 
Responsiveness  to  Examiner 


Responsiveness 
to  Examiner 


.38 


Responsiveness 
to  Mother 


A7 
.44 


PEARSON  CORRELATIONS'AMONG  ITEMS  IN  COORDINATION  SCORE 
FROM  bAVLEV  INFANT  BEHAVIORAL  RECORD  AT  TWELVE  MONTHS 


r»  A  r  Coordination 
\jc     ft  T"  Fine  Muscle 
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Coordination  Gross  Muscle  .44 


PEARSON  CORRELATIONS  AMONG  ITEMS  Iti  EMOTIONAL  TONE  SCORE 
-FROM  BAYLEY  INFANT  BEHAVIORAL  RECORD  AT  TWELVE  MONTHS 


Fearful  - 
ness 

General 
Emotional 
Tone 

0 

Endurance 

Cooperative- 
ness 

Responsiveness  to 
Examiner 

-.56 

.40 

.33 

.34 

Fearful ness 

-.39 

-.23 

-.13 

General  Emotional 
Tone 

.68 

.52 

Endurance 

.50 

PEARSON  CORRECTIONS  AMONG  ITEMS  IN  SENSITIVITY  SCORE 
FROM  BAYIEY  INFANT  BEHAVIORAL*  RECORD  AT  TWELVE  MONTHS 

 ,  t 


Listening  Responsiveness 
Sights-looking       to  Sounds         to  Persons 


Reactivity  .49  .40  .45 

Sights-looking  43  35 

Listening  to  Sounds  .  27 


PEARSON  CORRELATIONS  AMONG  ITEMS  IN  MOUTHING  SCORE 
FROM  BAYIEY  INFANT  BEHAVIORAL  RECORD  AT  TWELVE 
MONTHS 


Mouthing  - 
Toys 


Mouthing  -  Pacifier  .33 
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CHAPTER  8'  * 

\  OVERVIEW  OF  FINDINGS 

*  .  •  •  \ 

v  N 

Now  that  we  have  considered  the  instrumentation  and  basic  descriptive 
findings  for  each  of  the- conceptual  areas,  let  us  stand  back  and  consider  the 
results  of  our  study  from  a  broader  perspective.   The  objectives  of  this 
research  covered  two  broad  areas:    one  focused  on  methodological  issues  in 
screening  and  assessment,  the  other  on  theoretical  issues  in  early  processes 
of  child  development. 

METHODOLOGICAL.  ISSUES 

Obtaining  the  Information 

We  found,  for  most  of  the  instruments  we  tried,  that  our  study  team 
could  be  trained  to  obtain  the  information  reliably.    This  was  true  even  for 
the  most  complex  ones  such  as  the  Brazelton  Neonatal  Assessment.    For  those 
not  requiring  r'    ,ical  manipulation,  such  as  the  maternal  interviews  and  the 
interaction  observations,  the  non-nurses  on  our  staff  also  achieved  high 
inter-rater  agreement. 

Interobserver  reliability  is,  of  course,  a  prime  requisite  for  systematic 
•  greening  ana  assessment.    We'  found  that  adequate  training  and  periodic  re- 
calitration  of  personnel  to  maintain  observational  skills  were  absolute 
necessities  in  achieving  long-term  reliability  among  our  staff;  unifon-.ity 
of  information-gathering  skills. does  not  come  automatically  nor  is  it  magic- 
ally retained  once  achieved. 

i nose  families  who  decided  against  study  participation  mighv;  have  reacted 
differently  to  our  procedures,  hqwever,  on  thfe  whole,  the'  project  families 
v,ure  /e»y  cooperative  and  responsive  to  all  our  information-gathering 
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techniques.    With  further  service  trials  the  willingness  of  families  to  pro- 
vide screening  and  assessment  information  can  be  further  evaluated.  The 
reactions  of  patient  populations  can  be  used  to  further  modify  the  content 
and  methods  for  eliciting  decision-making  data  to  optimize  systematic  par-  . 
ticipation. 

Identifying  Individual  Differences 

Our  work  has  shown  it  is  possible  to  identify  differences  among  babies, 
their  parents,  their  developmental  environments,  and  the  personal  inter- 
action occurring  during  child  rearing.    For  example,  the  tendency  is  to  be- 
lieve that  at  birth  all  babies  are  cuddly  creatures  who  are  consolable  when 
distressed,  and  essentially  unawar^of  what  goes  on  around  them. ,  From  our 
examinations  at  2  days  of  age  it      evident  that  these  generalizations  are 
not  applicable  to  newborns  as  a  group;  as  early  as  birth  they  show  differ- 
ences on  their  ability  to  be  consoled,  on  their  body  molding  needed  for 
.cuddling,  and  in, their  alertness  to  sights  and  sounds  (Figure  8.1).  Recog- 
nition of  these  differences  opens  opportunities  to  assist  in  parent  adapta- 

tionNto  child  characteristics.    Demonstration  of  the  newborn's  responsive- 

\ 

ness  to "environmental  stimuli  is  one  way  to  encourage  and  reinforce  parental 
interactionVith  the^child  right  from  birth. 

Similarly,  our  interviews  with  mothers  made  evident  some  differences 
»l0t  possible  to  know  without 'asking  the  mother.    Not  all  mothers  were  over- 
joyed o-  ever,  pleased  at  the  prospect  or  realization  of  motherhood.  And 
they  differed  greatly  in  their  expectations  of  child  development.  Certainly 
:here  are  implications  for  systematic  assessment  of  these  expectations  pre- 
natal ly  and  for  appropriate  educational  activity  when  some  mothers  do  not 
anticipate  the  importance  of  talking  to  their  children  until  they  are  2  years 
old. 
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Figure  8.1     Percent  Distribution  on  Selected 
Brazelton  Newborn  Assessment  Items 
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For  many  ^ears  people  responsible  for  maternal  and  child  care  have' been 
guided  in  their  programs  by  high  risk  characteristics  such  as  maternal  age, 
marital  status,  and  complications  of  pregnancy.    It  is  general  knowledge  that 
some  families  have  fewer  resources  than  others  in  the  neonatal  arid' post-natal 
periods  (Goldstein,  1973).   The  full    impact  of  this  fact,  however,  can  only 
be  fully  appreciated  with  the  documentation  from  assessment  methods  such tas 
we  used.    Table -8.1,  for  example,  shows  the  profiles  for  the  five  mothers 
who  scored  lowest  on  the  Home  Stimulation  Inventory  when  their  children  were 
a  year  old.    All  of  these  mothers- were  under  19  years  of  age,  had  12  years  of 
schooling  or  less  and  were  single  or  separated.    Relative  to  the  other  mothers 
most  had  late  developmental  expectations  as  to  when  their  babies  would  see,  o 
hear  and  be  aware  of  their  surroundings.    They  reported  high  life  change, 
not  just  at  Yc  months,  but  throughout  pregnancy  and  their  babies'  first  year. 
The  stimulation  in  the  home  environment  for  these  children  was  chronically 
low.   The  scores  on  maternal  feeding  behavior  tended  to  be  below  the  median, 
and  the  outstanding  trend  in  these  mothers'  teaching  style  was  the  increasing 
use  of  intrusive  techniques  such  as  forcing  and  physical  guidance  as  the 
children  reached  a  more  indeoendent  stage  "of  development  at  1  year.   Table  8.1 
illustrates  e-.other  point  which  has  /methodological  implications:    often  we 
were  not  able  to  locate  these  families  for  sequential  contacts  or  the  situa- 
tion was  so  disrupted  when  we' did  find  them  that  it  precluded  observations 
of  mother-child  interaction  which  would  haye.-been  quite  routine  in  most  homes. 

Systematically  identifying  individual  differences  also  allows  us  to 
document  problems  and' progress  jn  groups  of  children.    For  instance,  some  of 
the  most  common  concerns  of  our  study  parents  were  disrupted  schedules  and 
trying  to  esta^ish  workable  family  routines  around  their  infants.'  patterns. 
Figure  8.2  shows  the        medium,  and  high  regularity  of  sleep  groups  for 
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TABLE  8.1 

PROFILES  OF  THE  FIVE  SUBJECTS  WITH  THE  LOWEST  JJOME-STIMULAT-i/)N~INVENTORY  SCORES 

AT-1-2-M0NTHS  / 


Subject 

Prenatal 
Develop- 

Life Change* 

H  S  I  Total 

Score* 

Mother's 
Feeding  Score* 

Teaching  Techniques* 
(easy  task)* 

mental 
Expecta- 
tions* 

Cumulative 
through 
*  8  months 

12 
mo. 

4 

mo. 

8 

mo. 

12 
mo. 

'l 

mo. 

mo. 

8 

mo. 

12 
mo. 

1  4 

mo .     mo . 

8  12 
mo .     mo . 

A 

99.4 

98.1 

96.5 

3.4 

1.2 

1.2 

9.9 

24.1 

21.0 

NA 

2.3  41.0 

33.3  100.0 

B  . 

97.1 

90.5 

82.7 

.6 

NA 

3.0 

,48.9 

•\6 

NA 

41.8 

6f<r  98^3 

NA  98.0 

C 

66.7 

NA. 

100'.  0 

NA 

NA 

3.0 

.5 

NA 

NA 

NA 

6.9     NA.  • 

NA  NA 

D 

28.0 

8186 

24.3 

11.8 

29.6 

3.0 

1.1 

5.7 

21.0 

26  \ 

60.9  93.3 

11.7   37.5  . 

E 

*  82.2 

100.0  ' 

89.0 

3.4 

12.3 

.6 

18.7 

82.3 

5.5 

14.4  41.0 

11.7  90.1 

*Figures-show  percentile  placement  within  the  total  distribution. 
NA  -  Not  available.  - 
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infants  at  1  month  of  age.   Their  mean  percent*  of  regular  sleep  were  23, 
31,  and  42  resK  -tively.    By  4  months  of_age,  however,  the  three  earlier 
groups  were  more  similarly  distributed  with  means  of  39,  40,  and  42  percent. 
Some  babies  begin  infancy  with  fairly  regular  sl'eep. patterns,  others  achieve 
/them.with  the  passage  of  time.    Stilly  others  remain  irregular  with  only  one- 
third  or  less  of  their  sleep  at  ppedTc^able  times  by  1  year  of  age.  The 
same  assessment  instrumejntf  which  produced  these  group  data  can  be  flsed  to 
•evaluate  an  individual  case  in  a  disrupted  household  or  with  an  irritable, 
fretful  .infant  to  determine  .what  remedial  actions  might  be  helpful. 

In  ..this  project  we  have  emphasized- assessing  infant  characteristics 

r 

which  are  most  likely  to  influence  the  environment  in  which  children  deveVop, 
.^ae^attfib^tes  which  /post  probably  elicit  positive  or  negative  responses  - 
from  the  caretakers  on  whom  they  depend  for  care,  stimulation;  and  socializa- 
tion ."^This'  tack  seems  even  more  logical  to  us  than  when  we  began  since  those 

measures  of  developmental  status  per  se  we  did  try  during;  infancy  were  higWy 
\     '  \ .  I  •  0  ~        '  !' 

unstable./  The  environmental  "context  during  the  early  flexible,  adaptive 

■  •  /  '  '  1      '  f  ■ 

period  of  childhood  continues  to 'be  the  most  promising  and  viable  approach  in 

- .  /       y  ,  '  /  ~~  ;  • 

our  vieto.  The  Vssue  of.  consistency  and  stability  over  time  is  discussed  at. 
.  more  Jength  later  in  this  cJiapteTi   ' 

P-red/ctive  Validity         /  .      1  '        '  ' 


At  1  year  of  age  our  study' children  showed  optimal  status,  almost  with- 
out exception,  on  all  the  dimenrtO"fTs~df  development  which  were' measured.  As 

■/  '   '    I  '  '     '.  ' 

discussed  in  Chapter  7,  other  investigators  nave  TouncTa.  similar  lack  of 

/  '   1      I    ■  </        '  V 

Variability  in  early  developmental  /testing  andjhave  suggested  that  a  few 

/  .         .  /  ■  v  •      •  . 

years  of  life  must  pass  before  exposure  to  the  environment  is  expressed  in 
;  such  testing.    Typically  children  become  more  diverse  in  their  abilities  at 


older  ages  and  group  developmental  data  begin  to  show  associations  with 
family  characteristics.   We  too  expect  to  see  a  larger  range  in  the  develop-, 
mental  status  of  our  study  children  as  ?they  are  followed  in  subsequent  years. 
Until  these  differences  are  expressed  we  can  not  judge  the  theoretical  or 
practical  usefulness  of  our  earlier  findings  on  the  basis  of  their  powe^  to 
predict. 

Meanwhile,  the  indications  are  that  our  data  are  sensible  in  relation 
to  other  findings  in  the  field  of  child  development.    For  example,  in  other 
longitudinal  research  using  the  Home  Stimulation  Inventory  (Elardo  et  ah , 
1975)  the  HSI  scores  from  infancy  were  substantially  predictive  of  3  year 
Stanford-Binet  results.   The  same  HSI  scores,  however,  were  only  moderately 
correlated  with  earlier  developmental*' test  scores  at  1  year  of  age.   The  re- 
lationships between  our  HSI  .scores  and  the  1  year  Bayley  MDI  are  very  similar 
to  those  from  the  study  by  Elardo  et  aj_.,  as  shown  in  Table  8.2. 

Also  in  line  with  findings  from  other  studies  are  our  correlations 
between  maternal  years  of  sch'ooling  and  the  various  types  of  assessment 
measures  (Table  8.3).    In  general,  maternal  education  shows  more  association 
\*1th  the  mother's  behavior  and  the  home  environment  than  with  infant  behavior 
during  infancy.    During  teaching  interaction,  for.  instance,  mothers  with  more 
schooling  gave  more  positive  feedback  and  were  better  facilitators  of  learn- 
ing.    (The  literature  showing^ similar  findings  is  cited  in  Chapter  4.)  The; 
babies,  however,  could* not  be  distinguished  on  their  attentiveness  and  in- 
volvement in  learning  on  the  basis  of  their  mothers'  level  of  education.  As 
discussed  earlier,  children  routinely  do  not  show  differences  in  infant  tasks 
related  to  development  by  socioeconomic  indicators. 

Most  of  the  Pearson  coefficients  in  Table  8.3  are  moderate.   The  highest 
is  .51  for  the  total  HSI  score.   Yet  the  overall  pattern  is  consistent  with 
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'   -*        TABLE  8.2  .    ,  '    .  »    *         •  • 

COMFARISoN  0;-  CORRECTIONS    BETWEEN  HOME  STIMULATION  INVENTORY    SCORES  AT  DIFFERENi  AGES 
AND  12-MONTJI  BAYLEY  MDI  WITH  THOSE  REPORTED  BY  ELARDO  ET  AL  (1975) 


Our  Sample 

Elardo,  et  al_.  • 

Age  of  HSI 

Age  of  HSI 

Home  Stimulation 
Inventory  Subscales 

4  mo. 

8  mo. 

12  mo. 

6  mo. 

1 

12  mo. 

Emotional  and  Verbal  Responsivity 

V069 

.002 

.103 

'  I 
r093 

.176. 

Avoidance  of  Restriction  and 
Punishment 

.117 

-.14.7* 

.189*  . 

.039 

* 

-.008  •  / 

Organization  of  Environment 

-.075 

.022 

.08a 

„  .263 

.241  " 

Provision  of  Appropriate 
•   Play  Materials 

.039 

-  .127 

.267* 

.067 

.353* 

Maternal  Involvement  with  Child 

-.049 

,035 

.176*. 

-.003 

.218* 

Opportunities  for  Variety  in 
Daily  Stimulation 

.065 

.  ..129 

.196* 

.158" 

.054  ' 

Total  Score v 

4  ■ 

'  .046 

.041 

.257* 

.156 

.252* 

Pearson  V 
*p<:.05 


430 
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TABLF  8.3 


PEARSON  CORRELATIONS  BFWEgN  ASSESSMENT  VARIABLES 
AT  SPECIFIED  PERIODS  AND  MOTHER'S  YEARS  OF  SCHOOLING 


Assessment 


Time  of  Assessment 


1  i*  ie 

Rating  of  Own  Health  (low=good 
Psychosocial  Assets  ;* 

♦•tuality  * 

involvement 

Involvement 


Perception  Inventory 
=positive)"~ 
s  Concerns      '  , 
tf.-flt  Expectations 


Life  C 
Mother 
Mother 
Parent 
Tatber 
Mo/he r 

Oevelo^r^ntal  Expectations  (high=late) 
Neonate 
(hig 
Mother 
Achiev 

Ordina  tfti'sk  Score 
gesta-t'cnal  Age„  . 
Minor  Anomaly  Scone     .  ■ 
B'ra^eUon." 

Deviant  Score ' 
,  ,m  Habituation 
"  ,  Alertness  ^ 

Irritability 

Motc~ 
Sleep/Zuivity  Record 

Feedings  per  day 

Lorc^st  day  .sleep  * 

Lor.cest  night  sleep 

Nig^t  awakenings 

Re-^rtarUy  of  feedings 

Regularity  of  night  sleep 

Rec.ilari»ty  of  day  sleep 

Regularity  of  all  sleep 

ChMd's  Temperament 

Developmental  Profile 

Phys;eal 

Sel'  Kelp 
.  Soc*il 

Academic 

Comr  rication 

Home  Stipulation  Inventory  (Caldwell) 
K    lmotional&  Verbal  Responsivity 
II.    •voidanco  of  Restriction  and 

Punishment 
III.    Organization  of  Temporal  Envir- 
onment 

TV.    Provision  of  Appropriate  Play 

Vtenals 
V.    *'aternaJ  Involvement  with  Child 
VI.    Cr*uortunit*es  for  Variety  in 
Daily  Stimulation 
-co^ 


AP 


N8 


1 


12 


.10 
.24* 

-.19* 


.09 

-.10 

'  -.12* 

.  -.05 

-.06 

-.16* 

.07 

*  '!? 

o  .13* 

.30* 

.V3* 

.14* 

.26* 

.02 

-.08 

-.06 

-.12 

.1 

.07  ^ 

^  ".18* 

\14* 

-.10 
.06 
-.01 

-.08 
-.11 
.01 
.-.07 
-.12 


.15* 

.04 

.06 

.  *(^-.13 

.09 

-.13 

.01 

.07 

.16* 

-.15* 

-,16* 

-.12 

.02 

.08 

.  .09 

.19* 

.09 

.23* 

*  -.16% 

.17* 

-.14 

.05 

•  .17* 

-  .19* 

Tota 
Teachi. 


Interaction 
rositive  Messages 

'egative  Messages 

'echniques 

Facilitation 

Infant  teaiiness  to 
Learn 


Easy 
Hard^ 

Easy 
Hard 

Easy 
Hard 

Easy 
Hard 

Easy 

Hard 


F%ee?diic  jruraction 

•'over's  score 
i»*»nf  $  score 
Mother-Infant  Communication 

ERLC 

kll,~rnm       *  -p-<,,05-  J*  ~05,8,  i4fr 


.12 


,  J02 


-.19* 

-.14* 
-.04 
-.19* 
.03 
r.V3* 


.08 

.06* 
.15* 
.23* 
.07 


.27*" 
.29* 


.04 
.02 
.03 
-.10 
.15 
.03 
-.11 
-.03 


-.07 

-.12 
-.G3 
-.05 
.07 
.01 


"  .29* 

4.38* 

.36*- 

.23* 

.33* 

.33* 

* 

.24* 

.28*' 

J  8* 

?34* 
•31*  , 

.33* 
.39* 

.33* 
.33* 

.43* 

.23* 
.51* 

.24* 
.46* 

.25* 
.22* 

.20* 
.19* 

.34* 
.27* 

.  .26* 
.19* 

.11 
.18* 

-.04 
.00 

-.01 
-.26* 

-.14* 
-.30* 

.14* 
.06 

.06 
.05 

-.02 
-02  0 

-.15* 
-.20* 

.14* 
.22* 

.18* 
.21* 

.30* 
.30*. 

.31* 
.21* 

.05 

-.04 

.08 

.13 

.04 

.05 

'.03 

.00 

.23* 

.19* 

.39* 

'~  719*- 

4  31 

.09 
.18* 

-.13 
.08 

\15* 
_.32* 

.12 
.28* 

*  80._ 
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what  we  expecUd  and  indicates  that  the  aspects  of  the  environment  which  we' 
assessed  may  eventually  be  potential  explanations  for  relationships  between 
child  development  and  maternal  education, 

6 

Screening  versus  Assessment 

Earlier  in  this  report  we  drew  some  distinctions  between  screening  and 
assessment  procedures.    They  were  helpful  to  us  in  differentiating  between 

•  the  primary  evaluation  process  which  identifies  groups  with  a  high  proba- 
bility.and  the  nefed  for  subsequent  secondary  evaluation  in  more  depth.   We  are 
not  yet  at  the  point  where  we  can  recommend  screening  and  assessment  Combina- 
tions  for-  evaluating  child  health  and  development.   Partly  this  is  because 
we  do  not  know  the  predictive  validity  of  our  variables  for  identifying 
eventual,  problems.    It  is  also  due  to  the  fact  that  the  major  focus  of  the 
methods  which  we  have  utilized  in  this  study  is  more  pertinent  to  the  second 

_ stage  of  information-gathering  which  requires  professional  skills  for  observa- 
tion  and  interpretation.  v 

~_We  jio  believe,  however,  that  the  information  from  our  research  will 
contribute  to  achieving  screening  capability  in  the  future.    Specifically,  one 
of  the  requirements  for  being  able  to  screen  and  intervene  early  is  a  knowledge 
of  the  natural  history  of  the  problem,  i.e.,  the  early  signs  or  character- 
istics which  predict  undesirable  outcomes  (Frankenburg  and  Camp,  1975).  Our 
data  have  longitudinal  descriptive  value  in  respect  to  that  requirement. 
Meanwhile,  other  pieces  of  the  picture  are, needed:    other  types  of  populations 
should  be, described  which  might  be  in  more  urgent  need  of  screening  and  assess- 

..ment/  We  could  logically  expect  that  the  signs,  precursors,  and  high  risk 

\ 

.   characteristics  for  negative  child  outcomes  would  differ  somewhat  among  vari- 
ous  social*  and  cultural  groups.  ,  These  diversities  will  need  to  be  a  part  of 

*  * 

•    :  '  8  .1TL 


\ERIC; 


4$o 


our  working  knowledge  before  j»ny  impact  ^n  health  care  can.be  maximized. 

One  of  the  approaches  we  took  to  devising  screening  methods  was  the 
use -of  "simple"  versus  "complex"  measures.    For  example ti we  asked  mothers 
about  .the  activity  levels  of  their  childreh*\  When  these  responses  were 
compared  with  the  activity  levels  rated  by  th\home  observers,  there  was 
little  relationship.   The  "simple"  maternal  ratings  of  child  temperament 
did  not  conform  to  ihose  obtained  from  lengthier  questionnaires;  the  two 
pieces  of  information  were  different.   There  were  only  moderate  correla- 
tions between  the  simpler  Developmental  Profile  and  the  more  complex  psycho- 
metric testing  with  the  Bay ley  Scales.   These  and  other  bits  of  evidence 
have  led  us  to  mistrust  the  interchangeability  of  information  obtained  by 
different  methods."  The  overall  content  and  the  means  used  to  elicit  it 
•changes  the  meaning  of  the  results.   The  question  of  which  meaning  (e.g.,- 
parent  reporting  versus  observation  by  an  outsider)  is  most  helpful  in  pre- 

*  .0  . 

dieting  problems  will  have  to  await  our  long-term  follow-up. 

Comparison  with  Traditional  Assessments   

While  we  were  assessing  our  study  families  most  of  them  were  receiving 
regular  ongoing  health  care  which  also  involves  clinical  assessment  and 
interpretation  of  potential  problems.    It  was  important  to  ask  whether  we 
were  obtaining  information ^which  supplemented  that  routinely  obtained, 
whether  we  were  identifying  different  children  with  potential  problems,  or 
.whether  our  assessments  were  redundant  of  concerns  which  were  already  ex- 
pressed by  the  regular  health  caretakers.    In  order  to  answer  this  question 
we  utilized  the  reports  of  concern  by  the  children's  primary  health  care- 
taker (physician  or  nurse  practitioner),  at  lfe  months  of  age;  these  concerns 
were' about  perinatal  conditions,  physical  health,  development,  environment. 


.  I 

health  practices,  or  congenital  abnormalities.   We  classified  the  children 
by  whether  concern  was  expressed  in  any  area  believing'that,  even  though  the 

/  *  

area  of  concern  might  not  strictly  match  our  owrr,  it  would  motivate 'monitor- 
.ing  and  follow-up  by  the-care  system.   Then  we  identified  the  mothers  and 
infants  lowest  in  our  distribution  of  environmental  measures;  Table  8.4 
shows  the  number  of  these  low  scorers  who  had  already. been  recognized  as 
cause,  for  concern.    In  general,,  less  than  half  of  the  families  have  aroused 
the  concerns  of  their  children's  caretakers.    This  is  some  evidence  that  we 
are  obtaining  somewhat  different  information  which  could  lead  to  different 
care  or  care  for  more  children.   Testing  the  validity  of  these  comparisons 

will,  of  course,  have  to  await  the  follow-up  data. 

%  '  • 

'  .THEORETICAL 'ISSUES 

What  Happens  ' -During  the  First  Year? 

Since  the  inception  of  the-Nursing  Child  Assessment  Project,  we  have 
struggled  with  the  problem  of  conceptualizing  the  mother-infant  interaction, 
and  the  environment  in  Which  it  . occurs,  in  a  way  that  will  be  not  only.accu- 
rate,  but  will  .lend. itself  to  good  observation  and  assessment.    At  the  outset 
of  the  study  we  suggested  the  formulation  in  Figure  1.3  (page  1.41).  This 
very  general  model  still  has  many  attractive  features  about  it.    it  guided 
our  selection  of  variables  to  observe  or  assess,  and  still  in  many  ways 
underlies  our  thinking.    From  a  temporal  point  of  view— that  is,  observing 
what  happens  over  time— it  is  still  not  a  bad  description  of  what  we  think 
happens.   We  still  assume  that  the  child  and  the  mother  both  enter  into  their 
interaction  with  preexisting  styles,  and  other  characteristics  which  affect 
the  quality  of  the  resulting  interaction,  which  in  turn  (we  presume)  affects 
long-range  outcomes  for  the  child. 
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•TABLE  8.4 


LOW  ENVIRONMENTAL  MEASURES  COMPARED  TO  CONCERN 
BY  THE  PRIMARY  HEALTH  CARETAKER  AT  12  MONTHS 


Envi  ronmental 
Assessment  at. 
-  12  Months 


Maternal  Facilitation 
Infant  Readiness  to  Learn 
Total  HSI 
Maternal  Feeding- 
infant  Feeding 


core 


<  3.25 

<3.25 

<29 

<29 

<24 

"S  


N 


7 
9 

10 
11 
11 


Number  of  Low. 
1  Scorers  witV  Some 
Concern  by  Caretaker 


3 
5 
4 
4 

4  ■ 
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But  this  model*  does  not  work  as  well  when  we  are/trying  to  take  a 

si  ice  of  time  and  examine  the  full  range  of  experiences  an  infant  is  exposed 

to  at  any  one  moment  in  interaction  with  his  world  and  with  the  people 

around  him.   A  second  model  seems  a  betttfh  description  of  the  forces  at  work 

in.  the  ongoing  interactive  situation.   This  second  modeV  is  shown  in  Figure 

8.3.   What  we  are  attempting  to  describe  here  is  a  dynamic  interaction. 

What  enters  into  the  interaction  at  any  moment  is  the  infant  and  whatever 

momentary  or  long-term  characteristics  he  may  bring,  the  inanimate  environ- 
ed • 

merit—space,  materials,  toys,  sounds,  richness  or  deprivatidn—  and  beyond 
this,  the  animate  environment.    As  we  h?ve  explored  the  animate  aspect  of 
the  interaction  we  have  come  to  divide  the  mother's  behavior  and  stimulation 
into  two  facets:    (1)  her  presumably  enduring  stylistic  characteristics ,  such 
as  her  tendency  to  be  verbal  or  nonverbal,  and  her  tendencies  to  use  positive 
or  negative  feedback;  (2)  her  momentary  adaptation  to  the  infant's  demands 
and  needs. 

Finally,  we  have  come  to  see  this  parent-infant  interaction  influenced 
by  the  overall  supporting  environment  of  the  parents.    Who  else  lives  in  the 
home?    Is  the  father  (or,  mother)  employed?  Are  there  relatives  and  other 
supportive  people  close  at  hand,  or  is  the  family  psychologically  or  physi- 
cally  isolated  from  others?   Is  there  enough  money?  And  'so  on.   These  are 
*  part  of  what  we  called  "life  circumstances"  in  the  earlier  model,  but  they 
seem  to  us  to  create  an  overriding  milieu  in  which  all  the  interaction  takes 
place*    One  of  the  interesting  questions  raised  in  this  research,  which  we 
have  not  as  yet  fully  answered,  is  the  impact  of  varying  life  circumstances 
on  the  naturfe  and  quality  of  the  interaction  between  infant  and  parent. 

The  areas  of  overlap  in  Figure  8.3  represent  the  actual  interaction 


8.15 

EMC  436 


■  Figure  8.3   INTERACTIVE  MODEL 


between  .parent  and  child  at  any  given  moment.  It  is  meant  to"  reflect?  the 
fact  that  the  particular  features  we  see  in  an  interaction  are  assumed  to 
be  affected  by  all  of  these  different  components.        "       .  *' 

In  analyzing  and  exploring  the  results  •fYom  the  first  year  of  the  study, 
we  have-  generally  followed  this  second  model.   We  have  focused primari ly  on 
four  aspects  and  related  questions:'  v 

1.  The  infants  characteristics  or  "temperament":    Is  there  evidence  that 

infants  have  consistent  " temperamental"  differences?  Primarily  our 
measures  here  were  reports  from  the  mother,  but  we  also  had  ratings 
of  the 7nf ant  during  the  feeding' and.  teaching. 

2.  The  mother's  enduring  style:    Is  there,  any  indication  that  mothers  have 

enduring  style  at  all?   If  so,  in  whajb  areas?   How  do  such  style 
characteristics  interact  with  infant  characteristics,  or  other 
variabfes?  „ 

3.  The  adaptation  of  the  mother  to  the  infant  (and  cf -the  infant  to  the 

mother):    Is  there  evidence  that  some  mothers  are  more  skilled  at 
this  adaptational  process,?   What  ']type"  of  mothers  and  infants 
achieve  this  "better— adaptation  or  level  of  mutuality? 

4.  The  general  life  circumstances  of  the  mother:   What  are  the  support 

systems  available  to  the  mother (father's  involvement,  other  psycho- 
logical  support)?  What  has  been  the  level  of  life  change  experienced? 
And  how  do  these  factors  affect  or  relate  to  the  adaptation  level 

»  • 

achieved  between  mother  and  infant? 
We  have  focused  less  on  explorations  of  the  inanimate  environment,  in 

*  * 

part  because  pur  attempts  to  assess  this  have  been  less  successful  .   The,  only 
very  good  measures  we  have  of  this  coi.ie  from  three  scales  of  the  Caldwell 

* 
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(#3),  Provision  of  Appropriate  Play  Materials  (#4)j^ind  Opportiinltles^or  \ 

'■  '  '    ^>  « 

Variety  1n.  Dally 'Stimulation  (#6):    Since  we  did  not  use  the  HSI  a*TJ  month,  _-# 

>  ->  .  ;  .  J» 

our  a>1Hty  to< trace  this  aspect  of  the  interaction  is  somewhat  weakened ,V * 

*  •  •*'_,■•*'/'- 
but  we  will  come  back  to  this  qjiestfon  when  we  can..*        *  ;    «        s  „v      *  ••; 

*  '  In  the  pages  to  follow,- we  will  explore  the  adequacy  of  this  general;"^  • 
conception  of  mother-Infant  Interaction  1n  two  ways.   First,  at  any  one  age 

(1  month,  4  months,  8  months,  or  1  year);  can  we -describe/ the  behavior  of"  v\ 

mother  and  Infant  adequately  with  this  model?  That  1s,  can  w* detect  the  : 

*  \  -  •  '  *  * 

separate  elements,  and  do  they  Yel  ate  to  one  another  1n  ways  that  we  would 

suppose 'they  should?   Second,  1s  there  some  consistency  over  the  first  year 
«  si 

in  the  patterns  that  mothers  and  infants  show?.  Obviously  determining  whether 

*  »  .  ■ 

there  are  any  persisting  maternal  styles  requires  exploration  of  this  sor^t  of 
cross-time  consistency.    But  we  were  also  Interested  in  seeing  whether  there 
were  some  mothers  and  Infants  who  were  consistently  mope  able  to  adapt  to 
one  another,  and  in  whether,  there  were  persisting  infant  characteristics  as  « 

wel  1 .         •  .  *         >  (r 

Let  us  begin  with"  the  first  of  these 'questions.   How  well,  does*  the  over- 

all  model  fit  the  data  at  each  age?  •  •  i 

•         .'  •  .-..)■ 

One  Month  Synthesis  •  * 

 — ,  ■'.  . 

You  have  already  seen  some  of  the  relationships  among,  individual  varl- 

ables  In  earlier  chapters  1n  this  report,  so  you  may  already  have  some^sense  . 

/   •  «•*  -» 

of  the-pattern  of41nd1ngs..   But  to  explore  all  the  separate  facets  slmul- 

taneously,  the  B^s^t^technique  appeared  to  be  factor  analysis.   Three -separate  •• 

analyses  were  done,  one  for  variabl'es  describing  tv'e  infant, 'one  for  .Variables  , 

,  describing  the  mother,  and  one  for  the  two  sets  of  daU  combined.    We  want  to 

emphasize  that  these  analyses  are  in  the  nature  of  exploration  and  hypothesis  . 

■    8.i7  4o-9;     ,   .    \  >- 
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gehferation.   vie  did  have  a  general  theoretical  model  we  were  "testing,"  and 
.the  factor  analyses  provide  a  way  of  doing.this^ut  since  the  combined      m  ^ 
mother-infan^analys1sk'involves  more  variables  than  are  entirely  justified 
by^he  number  of  our' subjects,  the  findings  must  be  seen  as  tentative,-. and 
our  conclusions  from  those  findings. equally  so  at  this  stage. 

The -factors,  and  loadings  ,~>or  each  of  the  three  analyses  <at  1  month,  are 
presented  'in  Table  8.51.  ,At  this  age,  there  is  only  one  major  factt,  for  the  . 
infefnt,  "which  might  be  thought  of  as  arf  infant  temperament  dimension.   On  one  . 
end  of  the  continuum  are  -infants  whoXare  relatively  inactive  and\happy,  with'    ^  - 
regular^eding  schedules;  on  the.  other"  end  are  the  more  active  and  fussy 
-Infants /who  eat  less  regularly.   At  this  same  age  there  are  thrse  factors 
ng  frita  the  measures' of  mother's  behavior.    Factor  1  seems  to  reflect 
difficulty  vs>  ease  wjth  the  infant.   Some  mothers  are  concerned  about  their 
infants,  have  difficulty    . th  feeding,  and  perceive  -them  as  being  less  good 
than  average,  while  for -other  mothers 'the  more  favorable  cluster  of  perceptions 
holds..  The  second  factor  includes  variables  emerging  frcn  the  teaching  task, 
and  seems  generally  to  refle:t  the  mothers  facilitation  of,  the  cDld's  learning. 
Mothers  who  are  high  on  this  factor  are  comfortable  in  the  teaching  task,  arrange 
the  infant  and  the  materials  well,  are  sensitive'  and  positive  toward  the  child. 
Such  mothers  could  be  said  to  be  adaptive  to  their  infants'  need  during  the 

teaching.  v  - 

*   The  third  maternal  factor  contains  two" summary  scores  from  the  feeding  task, 
and  like  the  first  two  seems  to  describe  a  dimension  of  adaptation  to  the  infant 
during  feeding.   Of  interest-is  the  fact  that  the  teaching  and  feeding  measures 
do  not  load  on-the  same  factors  at  this  age;  this  suggests  that  skill  at' 
adapting  to  an  infant's  needs  is  different  in  the  two  settings..: 


1  Items-  included- loaded  at  >  .30.  Only  the  teaching  items  for  the  easy 
task  were  included. 1  .  * 
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jmi  mi>nth 
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TABLE  8.6  , 
FOUR  MONTHS  " 


Activity 
•ispleasurc 

ftyultrUyof  feedings 


-.70 
.65 
.38 


;__^±titernal  Varmte  Alone 


Factors  

1  *  ■ 

Concerns  re  infant 
Ease  of  feeding 
Perception  of  infant 

\  Facilitation  £ 


loadings 


-.79 
.72 
.33 


Comfort 

Allowance  for  exploration 
Negative  messages 
Positive  messages 

3    -  .  .  N  _  .   

.   Mother- infant  communication  .81 
Feeding  score  .79 


'  .43 
-.41 
.37 


Infant  Variables  Alone 


factors'  —  


""loadings 


Facilitation  (M) 
Readiness  to  Learn  (I) 
Positive  messaqes  (M) 
Displeasure  (ti^ 
Contort  (H) 
Verbalizations  (I) 


.78 
.71 
.47 
.42 
.34 
.33 


Readiness  to  learn 
Success 
Displeasure 


.83 
.69 
.62 


Allowance  for  exploration(H)  .30 


2  Mutual  AdapjajUoa—  — [" 

Maternal  feeding  score  (M)  .85  *| 

M-I  comunlcation  (M)  .77  I 

*  Infant  feeding  score  .46  i 

^Positive  messages  (M)  .33  , 

3  Veeding  Problems  * 

Ease  of  feeding  (M)  .81  I 

Concerns  re  Infant  (M)  -.72  ! 

4  Psychosocial  Assets       *  j 

life  changes'(M)  .57  * 
M^hexLsJtecperarientw-(M) — ■ t 

Psychosocial  assets  (M)  -  -.55  , 

Feelings  re  feeding  (M)  .42  J 

fnfant's  temperament  (0  »39v  j 

Verbal  style  (Mk    -  -.3> 

Positive  messages  (M),  -.30 

5  Active-Unhappy  vs. 

Passive-Happy  ^ 

Activity  (I)  '                &  -.76 

Displeasure*  (I)       ,  .61 

Regularity  of  feedings  (t)-  .31 

6  Perception  6f  Infant  (M)  .  .66 
Infant's  temperament  (I)  -.41 


Maternal  Variables  Alone 


Factors 


loadings 


1 


M-I  communication 
Feeding  sj:ore 
Emotional  responsivity 
-Feelings-re  feeding 


J  Techniques^ 


TABLE*  8.? 

EIGHT  MONTHS                             /  '  ' 

Infant  Variables  Alone 

Mother  &  Infant  Variables  Combined 

factors 

loadinqs 

Factors           _    "     -   toadlngs  * 

 J  "  „ 

1.  Development!  level 

1  Mutual  Adaptation  ° 

Social  age 

Communication_aqe  

M-I  communication  (M)  .85 
—    Mate nrat~f^d1ng~s core  [H]  .78 

Emotional  Y&ponsivJcy  (M)    .63  \ 
Positive  messages  (M)        '.35  j 
Infant  feeding  score(I)        .35  ! 

Self -help, age 
"  Academ*.'  age 
_  Physical  age 

.59 
.49 
.45 

2  . 

2  Mutual  Facilitation                   ,  j 

Readlnesy^o  learn 
-    Success        >     _  t 
'  -Displeasure 

S3  6  - 

.    .  Regularity  «'  feedings 
^Regularity  of  all  sleep 
Tftnperamen  - 
Activity 


.77 
.70 
.43 

*» 

.68. 

.67 
-.37 
-.34 


Maternal  Varialler  Ajpne 
Factors 


loadinqs 


1. Adaptation 

Feeding  set  re   '  £>81 

M-I  common  cation  .79 

Emotional  responsivity  .58 

Concerns,  r*  <nfant  *  .76 

k£ase  of  feetf.r.g    .  -  -.71 

,  • 

Techniques       "  .77 

Positive  mesi^ges  J5  . 

Verbal  styl*  0  >33 


Maternal  .involvement  & 
vjProvfslon-  of  play  materials  .66 
^^f^tional  responsivity  .48 
Q    tlon  of, environment  .  .38 
i-n  |     ti  on    "  ".30 

■hKJC  ; 


Readiness  to  learn  (I)  .68 
Facilitation  (M)  .64 
Comfort  (M) ,  .60 
Success  (I)  -^.59  - 

Allowance  for  exp!oratiop(M)r.51 

3  Infant  Developmental  level 

Social  age  (I)  .74 

Communication  age  (I)  .62 
Self-help  age  (I)  *  - 

Physical  age  (I)  .48 

Academic  age  (I)  .46 

4  ,  \  . 

Regularity  of  feedings  (I)  .74 
Regularity  of  all  sleep  (I)  .72 
Feeding  permissiveness  (M)  -.32 


Cortcems  re  infant  (M) 
Ease  of  feeding  (M) 


»78 
->69 


Variety  in  stimulation  (H\  .68 

Mother  Involvement  (M)  4  .49 

Infant  feeding  score  (I)  .33 

life  change  (M)  -.31 

Infant  health  rating  (I)  .65 

Father,  health  rating  (M)  751 

Mother*hea1th  rating  (M)  .41 


.Negative  messages ' 
Verbal  style 
Positive  messaues 


Ease  of  feeding 
Concerns  re  infant 


Psychosocial  assets 
Health  rating 
Life  change 


.01 
.77 
.44 
.35 


.61- 
.61 
.57 
.46 


,77 

<76 


-.64 
.48 

.33 


Infant  Variables  Combined— 


Factors 


_lo.  ings 


1  Mutual  Facilitation 

Readiness  to  learn  (I ) 

.87 

Facilitation  (M) 

.69 

Success  (I) 

.65 

Displeasure  (I) 

.61 

Comfort  (M) 

.40 

2  Mutual  Adaptation 

"IRaternal  feeding  score  (M) 
Mm.  communication  (f) 
Infant  feeding  score  (T) 
Emotional  responsivity  (M) 
MotherXinvolvement  (M) 
FeelinqVre  feeding  (M) 


Positive  messaqes  (K) 
Activity  (I)  \ 
Verbalizations  (J) 
Techniques  (M) 
Verbal  style  (H) 


.80 

.m 

.5P 
.46 
.31 
.30 


.66 

.r,3 

.38 
.31 


Concerns  re  Infant  (U) 
Ease  of  feeding  (M) 


.Regularity  of  feedings I) 
Feeding  permissiveness  (K) 


.72 
.50 


Negative  mcssanes  (M) 
Techniques  (M) 
-Avoidance  of  restriction 


.76 
.40 
.36 


TABLE  8.S*    TWELVE  MONTHS 


Infant  Variables  Alone 


Mother  &  Infant  Variables  Combined 


Factors 


loadinqs  Factors 


Loadinns 


1  Developmental  level 

Communication  age 
.  Snrial- 


Self-help  age 
Academic  age 
Physical  age 


Readiness  to  learn 

Success 

Displeasure 


.80 

.67 
.65 
.43 


.78 
.39 


1  Mutual  Adaptation 
M-!  communication  (M) 


Maternal  Variables  Alone 
Factors  " 


loadings 


1  Adaptation 

M-I  communication 
Feeding  score 
Emotional  responsivity 
*  Maternal  involvement 
Allowance  for  exploration 


Provision  of  play-materials 
Organization  of  environment 
Life  change  *  - 

Variety  in  stimulation 
Maternal  involvement 

)  * 

Ease  of  feeding 
Concerns  re  infant  . 
Feelings  re  feeding 


Techniques 
Negative  messages 


.88 
.85 
.64 

.32 

.54 
.53 
.52 
.52 
.38 

.75 
.64 
.43 


-.75 

-.37. 


-Maternal  reeding  score  im) 
Emotional  responsivity  (M) 
Infant  feeding  score  (I) 
'  Maternal  involvement  (M) 

2  Mutual  Facilitation   -   *  , 

Readiness  to  learn  (I) 
'    Success  (I) 

Negative  Messages  (M) 

Techniques  (M)" 
-  Facilitation  (M) 

Displeasure  (I) 

Comfort  (M) 

3  Intint  Developmental  Level 

Communication  age  (I) 
Self-help  age  (I) 
Social  age  (!) 
Academic  age  (!) 
Physical  age  (!) 


.86 

.61 
.58 
.48 


.79 
.71 
-.58 
-.52 
'.49 
.46 
.40 


:83" 
.71 
.68 
.62 
.40 


Organization  of  env1ronment(M).59 
life  change  (M)  -.56 
Variety  In  stimulation  (M)  .50 
Provisionof  pl^ymiterlals  (M)  .45 

5 

Ease 'of  feeding  (M)  -.75 
Concerns  re  Infant  (M)  .62 
Feelings  about  feeding  (M)  -.45 
5  «      _  i  -  — 

Regularity  of  feedings  (I)  .92 
Organization  of-envlronment 

(M)  ,.30 

7 

. Positive  messages  (M) 
Techniques  (M) 
Verbalizations  (!) 
Organization  of  environment 

(M)  .30, 


51       By  far The~most interesting  relationships  emerge  when  the  mother's 

and  the  child's  scores  are  factored  together.   The  "facilitation"  factor 

here  is  the  first  one,  and  contains  only  scores  from  the  teaching  situationT 

But  what_seems. to,  us  to  be  critical  here  is  the  fact  that  the  child's  readi- 

nes's  to  learn  in  the  teaching  situation  is  an  important  variable  fc^this 

factor.   Those  mothers  who  are  sensitive,  have  good  timing,  and  are  positive 

have  infants  who  are  ready  to  learn,  who  verbalize,  and  who  signal  pleasure 

»     -  .  ii 
in  the  interaction.   These  infants  seem  to' be  giving  off  very  clear  and 


positive  -signals  to  "the  mother,  and  she  is  able  to  respond  to  these  signals 
•  with  behavior  which  facilitates  the  child's  learninq.  . 

The  second  mother-infant. factor  includes  primarily  scores  from  the  fejd- 
V  ing  interaction,  but  once  again  'the  infant's  responsiveness  to  the  mother 

..during. feeding  is  important  in  the  factor.    Here,  as  with  the  first  combined 
V  factor;  there. is  a  reciprocal  relationship.  %H"igh  levels  of  "adaptive"  be- 
havior, occur  when -both  mother  and  infant  are  adaptive.  ,  • 

Three  separate  factors--the  third,  fifth,  and  sixth— seem  to  reflect  • 
.aspects  of  the -infant's  state  or  temperament.    Factors-includes  informattoti- 
about  the  mother's  perception  of  the  ease  of  feeding,  and  her  concerns,  if 
.any,  about  the  infant.   At  this  age  (and  at  Wry  age,  as  we  wilj  see')  1n-- 
fants  who  are  difficult  to  feed  are  those  whom  the  mothers  are  worried  about. 
.  Similarly;," factor  6  tells  us  that  mothers  who  see  their  infants  as  better 
-     than  average  also  perceive  the "infant's  temperament  as  better  than  average. 
The  fifth  factor  includes  those  items  which  clustered  together  in  the 
infant-only  factor  analysis   and  seem  tox reflect  some  aspect  of  the' infant's 

temperament.  '  *         v«  - 

Finally,  .factor  4  is  an  interesting  amalgam  which  is  somewhat  close  to 
our  "life  circumstances"  .conceptualization',  although  measures  from  other' 
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sources  appear  here  as  well.   Mothers  with  high  life  change  and  poor  assets 
also  perceive. themselves  as  having  more  difficult  temperament,  are  less  posi- 
tive toward  the  infant,  an<.J.  less  verbal  toward  the  child. 

Overall,  this  clustering  fits  our  initial  model  reasonably  well.  The  - 
infant' s^state  is  reflected  in  several  places;  there,  is  something  of  a^cjustex 
Of  variables  which  we  originally  thought  of  as  life  circumstances;  and  there 
is  good  evidence  of  mother-infant  mutuality  in  both  factors  1  and  2.  There 
Is  less  clear  evidence  of  maternal  "style"  here,  however,  although  that  as- 

pect  of  mother's  behavior  is  more  properly  explored  as  a  question  of  continu-^ 

"  *        . "   •     .  *      '        ••  ■  ♦    ♦  " 

ity  over  time  than  as  a  status  variable  at  any  one  time  point.   So  there  are. 

5  •  -  Z  ,  » 

indications  that  each  of  the  separate  influences  we  originally^sugjested  has 
some  impact  on  the  behavior  of  the  mother  and  the  infant.    But  what  is,  particu 
larly  interesting  here  is  the  lack  .of  a  single;  major,  first  factor  including 
all  of  these  elements.   There  is  no  indication,  here 'that  high  levels  of  facili 
tation  or  adaptation,  for  example,  occur  only  .'if  there  are  good  psychosocial 
assets,  or  only  if  the  infant  is  perceived  as  better  than  average.  The 
mother's  psychosocial  assets  and  her  perception  of  her  infant  form  separate 
clusters  and  do  not,  seem  to  affect,  at' least  as  we  have  measured  them,  the 
interactions  between  the  two  during  the  feeding  or  teaching.   At  least  at 
1  month,  the  interaction  between  mother  and  infant  seems  to  be  heavily  in- 
fluenced by  the  infant's  state  of  temperament  and  his  readiness  to  learn, 
and  these  are  more  momentary,  or  more  variable,  phenomena. 

■  Four  Month  Synthesis  "' 

The  same  three  factor  analyses  were  performed  at  4  months,  with  the 
results  presented  in  Table  8.6.    Again  there  is  only  one  infant  factor,  but 
the  elements,  of  the  single  infant  factor  have,  changed  between  1  and  4  months: 


At  1  month^  the  defining  variables  seemed  to  be  related  primarily  to  the 
Infant's  state  or  temperament;  at  4  months  the  factor  seems,  instead,  to 
\  represent  a  task  orientation.    So  in  those-three  months^  physiological  state  __ 
has  become  less  critical  in  differentiating  among  infants,  while  their  ap- 
proach to  the  novel  tasks  in  the  teaching  interaction  has  become  more  critical. 

H"he~  four  factors  emerging  from  the  analysis  of  the  maternal  variables  at-  - 
4  months  match  our  original .  model  almost  perfectly.    Factor  1  seems  quite 
.  clearly  to  be  an  "adaptation1^ factor;  that  is,  it  includes  those\ measures  which 
reflect  the  mother's  sensitivity  and  responsiveness  to  the  infant's* needs  and^ 
signals.   The  second  factor  seems  equally  clearly  to "represent  aspects  of 
maternal  "styles,"  since  it  includes  thosV. variables  we  suggested  initially  • 
—as  measures  of  v<styie>-1nclud1ng-  the  verbal /nonverbal  nature  of  the  mother's  ^ 

communications,  her  specific  teaching  techniques,  and  her  positive  or  nega- 
'    tive  approach.    Curiously,  however,  this  factor  seems  to  be  differentiating' 
between,  mothers  who  do  a  lot 'of  things -talk  a  lot,  give  lots  of  positive 
and  negative  messages,  and  who  run  through  a  repertoire  of  teaching Jech- • 
— Btqoes-and  those  who  du  very  few  things.  SoHH^ere^^an^versMmu^t-i^n1^ 
facet  to  this  behavior;  at  4  months,  mothers  j&eem  to  be  differentiated  in  ♦ 
terms  of  their  gerferal  level  of  activity,  or  intrusiveness  with  the  Infant. 

•    The  third  factor  at  4  .months  is  virtually  identical  to  factor  3  at  1 
month,  and  reflects  the  combination  of  difficulty  with  feeding  and  worries  * 

or  concerns  about  the  infant.,-  Babies  who  are  hard  to  feed  elicit  concern 

f 

in  their  mothers  at  4  months,,  as  they  did  at  1  month.   '  e 

The  final  maternal-  factor  at  4,months  obviously  reflects  the  elements 
of  life. circumstances  we  had 'identified  original^  The  dimension  repre-  — 
sented_in-the  factor  includes;  at" the  negative  end,  mothers  with  poor  psycho- 
social assets,  a' high  rate  of  life  change,  and  poor  health-at'least  as  they 


perceive  their  own  health. 

In  this  instance,  the  facets  of  the  mother-infant  interaction  which  we 


suggested  in  our  original  conceptualization  are  clearly  represented  in  the 
factors  emerging  from  the  analysis  of  the  maternal^  variables.   Again,  however, 
it  should  be  noted  that  these,«several  elements  tend  not  to  load  together  on 
"factor**  suggesting  that  these  facets  are  somewhat  independent  of  one  another. 


The  combined  mother-infanVf^or^^  Table  8.6, 

^^a4r^e-mps4:--4ntef^tng"of  the  three.    If  you  compare. the  combined 
analysis  at  1  month,  and  now  at  4  months,  there  are  some  striking  similari- 
ties.    The  first  factor, -in  both  analyses,  includes  items  from  the  teaching  " 
interaction,  and  'could  again  appropriately  be  called  "facilitation."  Again 
the  mother's  sensitivity  to  the  infant  during. teaching,  and  tn>yiFfantis 
readiness  to  learn,  combine  to  describe  a  sort  of  "successful .mutuality? 

which  occurs  in^sdme  |wnilies  |nd  not  in  others.   Whether  the  infant's 

vl^-  •       *  "*  '  ■  ■> 

readiness  to' learn  is  the  critical  Variable  is  not  clear of  course,  since 

these  are  contemporaneous  measures.   But  at  least  we  can  see  here  that  generic 


ally  successful  interactions  on  the  part  of  the  mother  occur  most  often  when 
the  baby  j_s  involved  in.' the  task.  u 

The  same  general  conclusion  can  be  drawn  from  the  second  factor,  which 
again  is  strikingly  similar  to  the  second  factor  at  1  month.   This  is  a 
"feeding  factor"  in  some  sense,  since  the  mother's .total  sensitivity  to  the 
infant  during  feeding,  and  the  infant's  responsiveness  during  that  inter- 
action, are  critical  variables  in  thejactor,.  _Bu.t  one  of  "the  .measures  from- 
"the Home" Stimulation  Inventory  (HSI),  the.  "emotional  responsivity"  of  the 
mother,  also  loads  with  this  factor  at' 4  months.    (It  should  be  noted  that 
since  the  HSI  was  not  obtained  at  1  month?  this  is  the  first  age  at  which  any 


HSI  scores  appear  in  the  analysis.)   Also /included  here  is  the  score  of 
"M6ther~involvement"  which  was" .obtained  from  the  interview  with  the  mother. 
It  reflects  the  mother's  perception  of  the  amount  of  time  she  spends  with 
the  child,  including  time  teaching  the  child.    So  what  is  shown  in  this  fac- 
tor  is, on  the  one  end,  a  sensitive,  involved,  emotionally  warm  and  respon- 
siye  mother  interacting  during  feeding  with  a  child  giving  off  good  signals. 

The  causality,  once  again,  cannot  be  determined  from  these  data;  but 'the 

■»*""•  -        -  '  I      s  .  .        •  *   \  • 

mutuality  is  .striking.      •  ^     .  \ 

'  *    t  ..  •       '  •* ;5     ■      •    ^»  ' '  \  "' 

Factor  3  at  4  months  also  includes  scores,  from  both  the  child  and  the  ; 

motlief;  fh^is  time  scores  from  the'^teaching  interaction.   Active  infants  who  , 
are  verbalizing  relatively  more  during  thejawtrfvfng  have  mothers  .who  are  ,* 
more  posftive,«more  verbal,  and  use  more  "techniques This  .leems-  to  describe 
a  high  .intensity  interactitnyaVoppo"|ed  to  more,  placid  or  low-keyed  inter-  ; 
actions  occurring  between  the  less  active  and  verbal  infants  and  their  mothers. 

The  fourth  factor  at  4  months,  and  the ; third  factor  at  1  month,  are  vir- 
tually identical;  both  reflect  the  mothers  perception  of  her  infant  as  well  v< 
as  her  concerns  about  him.  ,*  reeding  scores-w-a^so  prominent  on  the  fifth 


factor,  although  this  factor  seems  not  to  say  very  much  about  mutuality. 

Rather,  what  is  reflected  here  is  tne  amount  of  scheduling  and  "regimentation" 

in  the  feeding -si  tuationr  On  one  end  of  this  continjium  are  mothers  who  are 
.  non-permissive  in  the  feeding  situation -they  like  feeding  at  regular  times, 

with  little  mess,  arti  they  want  the  infant  to  eat  all  that  has  been  prepared. 

The  other  end  of  the  continuum  includes  the  morejsermissi ye  mothers  who  tend 
.  to  use  a  demand  schedule,  and  are  more  laissez-faire  about  the  feeding  inter- 

action  itself.  „ 

Finally,  the  sixJi  factor,  which  includes  elements  froni  both  the  HSI  and 

.  the  teaching  situation,  reflects  a  negative-non-negative  dimension,  Mothers 

....  ■       '     u  ■  * 

ERIC  •  A*  496 


hi  gh-o^tlris- .factor-  are  more-negative_during  .teaching,  usejnore  techniques 
(which  may  reflect^greater  intrusiveness) ,  and  are  more  restrictive  in  the 

home  environment;  ' 

Two  things  are"  striking  about  these  f actors. --EJrst,  the  similarity 
between  the  factor  structure  at  1  and  4  months  is  notable,  partirutArJyJn 
the  first  two  (the  major)  factors.   Second,  the  major  factors  include  both 
infant  and  maternal  scores ,  a  fact  which -underlines  once  again/the  point  We 
have  made  repeatedly:   what  emerges  in  any.  interaction  between  mother  and  - 
-child  is  a  joint  function  of  what  each  brings  to  it.    It  is  for  this  reason 
that  we' have  included  the  word  ."mutual",  in  th,e  label  for 'each  of  the  first 
two  factors.  / 

Eight "Honth,  Synthesis  • 

The  results  of  the  three  factor  analyses  are  presented  in  Table  8.7.  

ft  . 

At  8  months  three  factors  emerge  among, the  infant  variables.   The  first 
"factor  is  an  overall  "developmental  age"  factor,  based  on  scores  from  the 
Developmental  Profile..  Since  this  instrument  was  first  used  at  8  months, 
this  factor  could  not  appear  at  1  or  4  months.   The  second  infant  factor  at 
8  months  is  an  almost  perfect. match,  to  the  single  factor  at  4  months, 4and 
once  again  seems  to  represent  some  aspect  of  task- involvement  during  the 
teaching.    Finally,  some  element  of  infant  temperament. appears  at  8  months 
in  the  third  factor.    The  dimension  represented  in  this  factor  runs  from 
easy,  relatively  passive  or  inactive  infants  with  regular  body  rhythms  on  t 
one  end,  to  the  more  active,  more  difficult  and  irregular  infants  on  the 
other"*.  This  factor  bears  some  similarity  to  the  "State"  factor  at  1  month. 

The  first  three  maternal  factors  at  8  months,  although  reshuffled  some 
.  what  in  order,  are  very  similar -to  the  first  three  factors  at' both  1  and 


months.   Once  again  there  is  an'"adaptation  factor,"  including  scores  from 
the  feeding "assessraent  "and"  thejfil  (Factor  1);  once  again  there  is  a  factor 
reflecting  the  mother's  concern  about  her  infant  (Factor  2);  and  once  again 
there  is  a  "maternal  style"  factor,  which  seems  0to  reflect,  in  part,  the 
level  of  the  mother's  involvement  in  the  teaching  interaction.  Finally, 
there  is  one  new  factor  at  8  months  which  is  primarily  an  HSI  factor,  although 
the  mother's  level  of  facilitation:  during  teaching  also  loads  here..  This 

'     •       •*■»••  .  •  '  •        \  •    ♦       *      '  < 

seems  to  reflect  the  we 11 -organized,  sensitive  mother  .in  several  domains,  and 
. may^descri be  inanimate  environmental  stimulation  too.  ^ 
V"  '  The^Sfe  factorranalysis  at  8  months  also\s  quite 

"similar  in  structure  toT-fie"  analyses  from  1  and  4  months.   The  mutual' adapta- 
tidn  factor,  which  was  the  seconTfactb^a^U^  months  is  ^ 

now  "the  most  .prominent  factor.  This  factor  includes  measUres^fJC?m_three 
separate  data  sources:  the  feeding  observation,  the  teaching  interaction 
(Positive  messages),  and  the-HSI.  All  the  elements  of  th-is  factor  reflect 
warm,  positive,  responsive  sensitivity  %o  the  child,  matched  by  clear  sig- 
nals and  responsiveness  on  the  part  of  the  child  during  feeding. 

Factor.  2  at  8=months  is  the  same  "mutual  facilitation"  factor  which 
appeared  as"  the  first  .factor  at  1  and  4  months.   Again  it  includes  the  . 
mother's  sensitivity  and  timing  ( Facilitation). and  , the  child's  readiness  to 
"learn  in  the  teaching  interaction.    Factor  3  in  tfie  combined  analysis  is  vir- 
tually  identical  to  the  first  infant  factor;  It  Includes  only  scores  from  the 
Developmental  Profile.  .What  is  interesting  here  1»  that  although  this  cTtister 

if 

of  scores  represented  the  first  factor  among  infant  scores,  it  does  not  account 
for  a  major  portion  of  the  variance  in  the  combined  analysis.  Furthermore, 
none  of  these  scores  loads  significantly  on  either  the  adaptation  or  facilita- 
'  tion  factors.   So  whatever  it  is  that  an  infant  brings  to.  the  feeding  or 


teaching  interaction  that  makes  possible  the  higher  levels  of  mutuality 
.between  mother,  andinfant,  the  Infant's  .overall  perceived  developmental  level 
■seems  not  to  be  critical,  at  least  not  at  this  age.  . 

*"~0f  the  remaining  factors,  at  8  months*,  '-he  most  interesting  ir  factor  6, 
which  includes  one  score  from  the  HSl  (varietyi'.n  stimulation),  one  score  from 
the  interview  ^f  the  mother  (mother  involvement),  one  score  from  the  feeding 
interaction  (.infant  feeding  score),  and  one  score  from  the  Holmes  Life  Change 
"assessment.    Here  for  the  first  time  ike  see  the  level  of  life. change  entering 
1htc  a  mother-infant  factor.    In  somar  respects,  this  'factor  seems  to  reflect 
environmental  organization  vs..  disfl(&anization.   Mothers  who  are  hfgh  on  "this 
factor  offer  varied  daily  stimulation  and  are  more  involved  wjth  their  infant' 
"but  there  Is  .low  life  change.   So  while  there  is  variety,  "there  "ft  also  sta-  1 
bllity/  And  these  are  the  mothers  whose  infants  are  the  most  responsive  and 

<< 

adaptive  in  the  feeding  interaction..  * 


— 1~-TwgTvre~Mon th^SyfvEhes'i s        ■  "  .  .    >  .     .    •  . . 

-  Once  more  we-have  carried  out  three  factor  analyses,-  for  the  infant 
variables,  the  maternal  variables,  and  the'two  combined.    These  are  presented 
viti  Table  8.8.   The  factor  structure,  fer  the  infant  variables  at  12  months  is 
vlrtuaiTy  the  same  as  at  8  months,  except  that  only^the  first  two  factors 
account  foKsignificant  portions  of  variance.'  ^gain  we  find  that  the  child's 
developmental  age^descri bes  the.  first  factor,  and  his  readiness  to  learn  and 
involvement  In  the  teaching, task" describes  the  second  factor. 

The  maternal  factors "at  12  months  are  somewhat  different  from  the  .8-month 
results  although  the  same  elements  are  included.    Factor  1  at  12  months  is, 
once  mere,  the  "maternal  adaptationXfactor,  and  includes  the  same  variables 
as  at  earlier  ages— with  the  addition  ofione  new  variable  from  the  HSI 


9 
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(maternal  involvement),  and  one  new  variabTe  from  the  teaching  inter- 
. '    actionTthe  mother's  allowance  of  tj:he  infant's  exploration  of  the  task  m 
^maUgials).   This  cluster  of  variables  continues  to  be  the  most  consistent 
over  the  12-month  period,  and  quite  regularly  contains  variables  from  more 
than  one  data  source.   While-the  feeding  scores  represent,  at  each  age,  the 
defining-var^iaMes-in, this,  factor,'  other  elements  from  both  the  HSI  and  the 
teaching  interaction  appear  as  we'll.   What  seems  to  be, reflected  here  is  a 
pervading  quality  of  responsiveness  on  the  part  of  the  mother,  .again  matched 
by  responsiveness  on  the  part  of  the  infant.        •    .  -  a 


~"        At  12' months  the  "teaching  factor"  drtfps  to  fourth  position,  and  the 

•  "  <  second  factor  reflects  some  aspects  of  organization  vs.  disorganization  of 

the  environment!    Four  HSI  scores  load'  on  this  factor,  along  with  Life  Change. 

V     So  the ''dimension  is  from  an' organized,  rich,  stable  environment  on  one  end  to 

-a  more  disorganized,  less  rich,  and  less  s,table  environment  on  the  other. 

_  _    »'■■  ^^ctor-3-is-the-now^fami-l-iar-f actor-reflecting- the-  raotheris  concerns 

about  the  infant.    Once  again,^  the  infants- with  concerned/worried  mothers  are 

■  ■  \  .  . 

those  who  are  the  most  difficult  to  feed.    Clearly  the  feeding  situatlon  is 

-         .  \        *  * 

a  highly  salient  element  of  the  daily  interaction  of  mother  aijd  infant;  if  v 

*     something  is"  wrong  with  feeding",  thYmother  is  likely  to  be  worried  about  .her 

°  ■  ..  «  •    •  .  ,  -\  . 

baby— and  this  is  true  at  every  age.  , 

The  final  maternai  factor  at  age  12  months  includes  only  scores  frjm  *he 
.:_  teaching-scale,a)utJiere^(mJtb£^st  jip?t  thtfU«i.  fairly  clea^'nejatlve 
•  intrusive"  vs.  "hon-negative  permissive"  dimension.    Some  mothers  use  a  lot 
,of  techniques  (which  we  might  see  as  "pushy"-  or  "intrusive")  and  relatively 
'    more  negative  messages;  other  mothers  use  fewer  of  both.  '     j  . 

When  the" mother  and  infant  scores  ane'combined  in*  single  analysis  at 
12  months,  very  familiar  patterns  emerge.  >,0nce  more  the  mutual  adaptation. — : 
9  '  '    8.28*        ^/*_      .  * 
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factor  accounts  for. the.  largest  portion  of  the  variance,  and  once  again 
there  1s  a  "mutualNacnitatlon"  factor  second.   This  second  factor,  however, 
has  changed  In  completion  In  Interesting  ways.   At  8  months,  those  Infants 
who.  were  most  ready  to  learn  and  had  the'greatest  success  1n  the  teaching 
task,  had  mothers  who  were  high  in  facilitation  (sensitivity,  timing  and 

—organization  of  the  task  ano^ materraH)r-andN-wh^allowed  exploration.  At 
12  months,  the.infants  who  are  ready  to  learn,  and  are^successful,  are  those 
whose,  mothers  are  not  negative,  and  use.  few  techniques.   Thdse  same  mothers 

— dfe^dlso-morerfaci  li  tati  ve ,  but  the  absence,  of  certain-materr 


seems  for  .the  first  time  to  be  more  critical'.  -This  makes  sense  when  you  , 
-.think  of  the  sort  of  changes  in'  the  infant  that  have  occurred  between  8  and  • 
~12~ months.   -The  12rmonth-old' infant  is  now  much  more  independent,  aha*  wants 
■*  ?■  much  more,  independence.   Mothers  who  attempt  to  dominate  the  interaction  by 
'  criticism  and  .lots  of  techniques  do  not  succeed  in  teaching"  the  task;  rather 
*     the  child  seems  to  reject  these  control  attempts,  and  in  the  process  rejects 

.the  task.   One  possible  implication  of  this  configuration  is-that  a  mother 
'    who  has  some  "natural"  or  "stylistic"  tendency,  toward  criticism  or  other 
negative  messages  may  do  just  fine  during  the.  first  eight  months,  but  will, 
experience  significant  clashes  with  the^hild  at^2  months. -  Negative  style 
-    seems  for  the  first  time  at  1 2  .months Jbo-lnterf ere- wi th  the  child's -learning 
~(his  success),  and  with  his  motivation  to  learn  ("readiness  to  learn").  . 
"Vaster?  at"^raonthHs-the-sarae-as-fe€tor-3  ^8^ttsjL^a^eyelQEr.. 


\  mental  Age  factor.    It  seems  significant  that  again  these  scores  do  not  load 
on  the  other  major' interactive  factors. 

Factor  4  in  the  combined  analysis  at  12  months  is  similar  to_factor  6 
at'8-months,  and  to  the  second  factor  of  the  maternal  analysis.    It  seems 

-•  •  ,  8.29 
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appropriate  again  to  label  this  Organization  vs.  Disorganization  or  Stability 
vs.  Instability.   The  significant  element  in  this  factor,  other  than  the 
measures  from  the  HSI,  is  the  presence^of  the  Ljfe  Change  score.  'Mothers 
who-  have  successfully  organized  the  child's  environment,  and  who  provide 
_«^ri^hnes.s  in. play  materials  are  those  who  experience  more  stable  life  ex-  ■ 
periences.    When,  life  change  is  high,  both  the  richness  of  the  environment 
and  the  organization  of  it  decline. 

■    Overview  of  the  Age  Analyses 

'  "      What  concl  us  ions  .may  we  draw,  at  this  stage,  about  the  structured 
N     mother-infant  interaction  at  the  several  ages  we  studied?   Several  conclu- 
sions  seem  reasonable.. 
.   -First,  and  most  important,  at  every  age'  it  is  the  interaction  of 
— *-mother~a-*d  infant  behaviors  which  is  critical.    In.  the  factor  analyses,  when 
mother  and  infant  variables  are  factored  together,  the  major  factors  include 
both  mother  and  infant  measures.    Successful  mutuality  seems  to  require  that- 
both  partners  come  with  certain  qualities— readiness  to  learn  or  cleaFsig- 
"  nailing  on  the  part-,  of  the  child,  sensitivity  and  adaptiveness  on  the  part 
of  the  mother.   When  either,  of  these. is  missing,  a  successful  "dance"  does 

not  occur.  ^   ^ —  — — r~~"  '~ 

Second,  our, findings  do  not  support  a  conclusion  that  some  mother-infant 
pairs  are  "better"  or  "more  mutual"  across  situations  than  others.    While  a 
—  few-measures_fromJthejteaching  and  feeding  observations  do  load  on  the  same 
\  '  factors,  by  and  large  the  two  assessments  emerge" as'  quTte^7Tdependenk-of~one 
1   another.   Mother- infant- pairs  who.  are  highly  mutually  adaptive  during  feeding 
may  or  may  not  show  similarly  high  mutual  involvement  and  facilitation  during 
teaching.    How  may  we  interpret  this  apparent  lack. of  generality?  There  are 


several  possibilities*   First,  it  may  be  that  our  measurement  in  one  or  , 

•  both  settings  is  simply  invalid.   The  teaching  Interaction,  for  example;^ 
was- very  brief,  arid  it  may  be  that  it  represents  an  inadequate  sampling  * 
of  this  type  of  mother-infant  interaction.   Although  we  cannot  reject^ 
this  possibility  out  of  hand,  we  do  want  to  point  out  that  other  re- 
searchers,, studying  brief  samples  of  teaching  interactions  between  mothers 

*  and  their  older  children  (e.g.,  Hess  and  Shipman,  1967,  1865,  1968;  Hess, 

Shipman,  Brophy,  and  Bear,  1969)  have  found  the  resulting  scores  to  be 

..  •   .  •   •        <#       .    .  ■'        ■?    .  - 

predictive  of  the  child's  concurrent  arid  subsequent  intellectual  perform-  - 

— ancp,  hnth  nn  tests  and  in  schools.    So  the  use  of  teaching  interactions 


as  assessments  of  both  maternal  style  and  nrother-^tlTMirteractio^ 
has  been  shown  to  have  some  predictive  validity  in  the  past.    It  is'  pos- 

sible,  of  course,  that  the  observation  of  teaching,  while- valid  for  older 

y  - 

children  is  simply  not  valid  for  infants.    Longitudinal  results  from  our  . 
own  study  should  help  to  answer  this  question. 

Alternatively;  the  apparent. lack  of  generality  of  mother-infant 
mutuality  may  arise  because' optimum  ;interacti<>ruisj^n  ^ 
fragile  thing,  heavily  influenced  by  situational  factors,  changes  in  the 


child's  state,  oratress  on  the  mother.   The  feeding  interaction  is~a^ 
the  least  a  familiar  situation,  and  the  mother  and  infant  may  have  devel- 
oped relatively,  stable  patterns  of  relating  to  one  another  during  feeding. 
The  infant's  state  will- affect  it,  as  would  any  temporary  stresses  on  the  ' 
mother,  but  we  may  be  tapping  somewhat  more  enduring  features  of  the  mu- 
tuality.  ThVteacifing  interacTiwi— on  the' otherjiand,  is  a  novel  situation 
for  most  mother-infant  pairs.   This  is  not  to  say  that  mothers  do  not  at 
other  times  teach  their  infants  specific  behaviors;  clearly  they  do,  .But 
in  the-- teaching  interaction  which  we  set  up.  the  mother  was  asked  to  'teach 
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a  specific  thing,  one  she  had  not  encountered  before.  This  places  some 
stress  jn  Her,  since  she  may  feel  pressure  to  succeed  at  the  tasM   Since  the, 
interaction  is  brief,  the  child's  initial  state  or  involvement  in  the  task  ' 
also  becomes  more  critical.  Jhese  situation-specific  factors  affect  the 
quality  of  the  resulting  interaction  and  hence  the  scores  we  obtain.  The 
mo'dest  correlations  between  scores  obtained  on  the  "easy"  and  "hard"  tasks 
during  the  teaching  is  also  evidence  on  the, same  point.   So  the  demandf'of 
the  teaching  ajid  feeding  tasks  are  different,  and  the  mothers'  relative  .  H 
ease  in  the  two  situations  probably  also  differed.   A11  <£f*^  does  not 
necessarily  mean  that  the  two  *  bits""  of.  inforaation--"f)j6m  the  teaching  and 
from  the  feeding—are  not  both  .of  interest  .in  long*-range  prediction..  One 
may  tell  us' something  about  the  relatively  enduririg* qualities  of  mutuality 
between  mother  and  infant,  and  the  other  something  about  the  mother's  ability 
to  respond "to  -inattention  by  the  child  as  well  as -to  her  own  stress  or 
anxiety.   Both  of  these  may  be  predictive  of  aspects  of  later  interaction  or 
later  functioning  on  the  part  of  the. child*.    In  particular,  the  qualities 
the  mother  demonstrates  in  the  teaching-interaction  may  be  of  greater  import-, 
ance  as  the  child  gets  older,  and  as  more  of  the  mother's  time  is  spent  in 
attempts  to  shape  the  child's  behavior  directly.      -  ; 


.  Whichever  explanation  one-chooses,  the  fact  remains  that  there  is  not 
good  generality jot, Jj^beractl on  patterns  across  measurement  situations.  No 
doubt  the  meaning  of  this  find^wlll^become^Wef  as  the  longitudinal 
assessments  progress.  '  , 

A  third  general  conclusion  to  be  drawn  from  the  analyses  of  each  age  is 
that  our  original  theoretical  model  was  not  a  bad  first  effort.  The  several 
elements  we  thought  would  be  important  parts  .of  the  mother- infant  interaction 
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do  appear  in  one  form  or  another  at  the  several,  ages,.  But  the -four  elements 
do  not  combine  very  much.    For  example,  the  quality  of;  mutuality  or  non- 
mutuality  seems  not  to  be  very  keavily  affected  by  lifey:1rcumstance. 

Two  additional  comments  apout  the  model  seem  in  order  at  .this  point. 
First,  at  no, age  does  the_infant's  physical  status  or  temperament  relate 
strongly  to  the  quality  Of  the'  interaction  between  mother  and  infant.  While 
•  at  every^ge  there  was  some  factor  which  related  at  least  tangentially  to 
"infant  temperament,"  or  developmental  status,  the^measures  of  such  quali- 

°    --    *  .  £  .,      ,  . 

ties  th  the  infant  do  not  load  with  the  measures  of  mother-infant  interaction. 
So  .whatever  it  is^ that* the  infant  brings  with  him  to  the  interaction,  or 
whatever,  it  is^  that  the  mother  responds  io  in  the, infant,  (as  measured  by  the 
HS I ,  or; by  observations  of  feeding  or  teaching)  hfs  physical  or  developmental- 
status  seem  not  to  be  critical.    It  is. possible  that  infant  temperament  would 
have  bee'n  a  more  prominent  variable. in  our  analysis  had  we  used  a  full  Carey  ' 
Questionnaire,  instead  of  the  few  questions,  about  infant  temperament  we  did 
use.    But\as  we. measured  it,  infant  temperament  is  not  affecting  the  mother's 
relationship  with  the  infant  in  significant  ways.,  The  infant's  readiness  to 

.    "     '  *jf 

learn  has  an  effect,  but  not  his  physical  or  developmental  sta.tus.  Since 
infant  rea&lfoss*  to  learn  has  an  association  with  the  interaction,  it  is 
appropriate  to  recall,  as  reported  in  Chapter  3,  that  the  infant's ^lertness 
score  frtom  2  days  of  age  correlates' with  the  measure  ofre~a<finess  to  learn  at 
1,  4,  8,  and  12  months.  "The  significant  correlations  range  from  -.10  to  -.14. 
This  means  that  infants  showing  less  alertness  §t  2  days  .showed  less  readiness 
to  learn  in  the  teaching  situation. 

Second,  our  model  suggests  that  there  are  some,  pervasive* "stylistic" 
qualities  of  mothers  that  they  bring  to  any  interaction  with  their  infant. 

8.33      t  . 


The  sort,  of  analysis  we  have  presented  thus. far  doesn't  tell  us  anything 
about -the  consistency  of  mothers,,  over  time,  in  their  approaches  to  the 
tasks  we  gave  them.    But  we  have  found,.that'precisely  the  same  clusters  of 
"stylistic"  variables  .dp  not  occur  at  each  age.    If  mothers  ha.d  persisting, 
dominant  styles  ,of,  interaction,  we  might  have  expected  to  find  more  similar 
factor  loadings  for  those  variables  we  considered  to  be  measures  of  style, 
.such  as  the  tendency  to  be  verbal  or  nonverbal,  to  be  negative  or  positive, 
instead  we  have  found  that  the  particular  aspects  of  maternal  style  elicited 
at  each  age"  seem  to  vary,  presumably  depending  on  the  developmental  qualities 
of  the  infants.    For  example,  12-month-olds' are  more  likely. than  are  4-month- 
olds  to  call  forth  negative  messages  from  mothers  who  have  negative  tenden- 
cies; so  negative  messages  emerges  as  a  major  element  in  the  factor  structure 
at  12  months,  and  not  at  4.  * 

As  a  final  point  about  the  factor  analyses  atreach'age,  we  want -to. em- 
phasize-the.  quite  remarkable  similarity  from  age  to  age.   The  sar.<e  two 

k  • 

.principal  factors , occur  at  each^age,  and  many  of  the  minor  ones  recur  as e 

/  *  - 

Well.   This  stability  of  pattern  suggests  that  the  elements  of  "successful" 

mother-infant  interaction  stay  the  same  over  the  f i rsJjfear^Jtfo&Jhe 

analyses'  do  notJjeJljJS^bjQwev^^  same  mothers  over 

iTneTTTTt  the  same  group  of  mother-infant  pairs  who  are  high  on  the 

"mutual  adaptation"  factor  at  each  age?   Can  we,  identity  some«persistently 

"successful"  pairs,  and  some  with  persisting  communication  problem? 

CONSISTENCY  OVER  TIME 
Certainly,  the  fact  that  the  factor  structure  is  so  similar  from  one  time 
point  to, the  next  suggests  that  the  individual  subjects  may  also  be  consistent 
over  time.    But  it  is  critical  for  our  own  thinking,  and  for  the  problem  of 

5Q8  : 


predicting  and  assigning  of  risk,  to  know  more  precisely  just  how  consistent 
the  subjects  are^and.  in  which  .ways. 

We  .have  approached  this  problem  in  three  ways.    First,  we  looked  again 
at  the  cross-age  correlations  on  individualvaria^les^^^  * 
haye-WfTpresented  in  the  various  relevant  chapters  already,  so  this  is  not 
newr  information..  In  Table  8.9  we  have  combined  the  findings  from  these 
"sources  into. a  single  presentation. 
.    -    ..  In  examining  the  figures  in.  Table  8.9,  bear.Jn  mind  that_all „of  these 
correlations  are  Kendall  taus;  equivalent  Pearsons  would  be  somewhat  higher, 
•  «  particularly  for  the  .HSI  correlations,  which  are  higher  to  \i^v^\V(u^J^^ — , 
even. allowing  for.  this  poj]it:,;^iiJ^l'e^  modest  consis- 

■'  tency  at  best..  The  individual  HSI  scales,  over  the  three  t1,me  points  we  * 
measured  them,  show  slight  consistency;  the  mother.'s  emotional  responsivi.ty 
'and  her  provision  of  opportunity  for  variety  in  daily  stimulation  show  the 
"greatest  consistency.   The  total  HSI  score,  however,  is  by  far  the  most  ■ 
,  stable  measure  of  all  those  .obtained.    So  there  is  something. about  the  overall 
"behavior  of  the  mother  with  her  child  and  her  organization  of  the  environment. 
.  that  persists  over  time.  •...'„ 

DataTfrom  our  own  two  types  of  direct  observation  of  mother  and  infant 
(the  feeding  and  teaching  scales),  however,  do  not  suggest  strong  consistency. 
While  inany  of  the  correlations  are  significantly  positive",  their  size  is  small. 
'  -  Among  these  measures  the- most,  consistent  are  the  mother's  concerns  about  the 
infant,  the  father's  involvement  with  the  child,  the  total  feeding  score,  and 
the:measures  of  positive  messages  during  the  teaching  task.   There  is  some 
1   ,  indication  that  the  measures  from  the  hard  task  are  more  consistent  than  those 
from  the  easy' task,  perhaps  because  the  level  of  stress  was  more  nearly  simi- 
:      lar  across  -the  hard  tasks.   But  in  any  case  thejcorrelations  are  very  small. 


TABLE  8.9; 
CONSISTENCY  OF  VARIABLES  OVER  TIME 


1  &  4 
months 


1  &  8 
months 


1  &  12 
months 


4  &  8 
months 


4  *  12 
months 


8  &  12 
months 


Infant 

tother4T"fnvo 1  veme  n  t 

Total  Feeding  score  \ 

Caldwell  11:,  Emotional  !- 
responsivity 

Caldwell  #2:   Avoidance  of 
restriction  ^ 

Caldwell  #3:  Organization, 
of  environment 

Caldwell  14:   Provision  of \ 
appropriate  play  materials 

Caldwell  #5:   Maternal  In-  \ 
volvement  if  1th  child  \ 

Caldwell  #6:   Opportunity  ,f or 
variety  in  daily  sHujulatlon 

Totaj^  Caldwell  score 

Positive  Messages 


\ 


Easy. 
Hard 
Easy 
Hard 


Positive  ^esrages: 
Negative  Messages: 
Negative  Messages: 
Techniques:  Easy  * 
Techniques:  Hard 
Facilitation:  Easy 
Facilitation:  Hard 
Verbal  Stylei  Easy 
Verbal  Stfle:  Hard  ' 
Psychosocial  Assets 
Mother  Involvement 

Infant  Variables 

Total  Feeding  score 

Readiness  to  learn:  Easy 

*  Readiness  to  learn*  Hard 

Displeasure:    Easy  . 

Displeasure:  Hard 

Verbal  score:  Easy 

Verbal  score:  Hard 

Success:  Easy 

Success:  Hard 

Activity:  Easy' 

Activity: -Hard 

Child's  Temperament  (rated 
by  mother; \ 


\- 


05 
\  13* 

> 

.68 

\ 

.02 

\ 

.02* 

.07 

.02' 

A 

-05V: 
.07 


.33*X 


.06 

.10* 

.05 

-.01 
,10 
.05 
.12* 
.04 

-.07 
~  .06 

.21* 


.05 

.03 

.17* 
-.02 
-.03 

.18* 

.04 
-.20*/- 
^1 

.04 

.02 

.20* 


-.03 
.02- 
.07 
J9* 
.06 

/<16* 
-.05 
.08 
-.10* 
-.03 

.15* 


.06 
.03  < 
.13*^ 

'  -.06 
-.08 
.03  , 
.02 

;i4* 

.03 
.04 

.27* 


.27* 
.22* 
.14* 

.29* 

.31* 




/ 

.2.1* 

.  1  i 

•  to 

'.24* 

.21* 

.27* 

.19* 

.16* 

.24* 

*  T28*. 

h 

.27* 

.48* 

.  ;44*  * 

.39* 

.44* 

.17* 

.28*  ' 

02* 

.23* 

.13* 

.24* 

.24* 

.28* 

.13* 

.22* 

.10* 

.25* 

,14* 

.21* 

.07  9 

.01 

.06 

.09' 

.06 

'  .15* 

-.01 

.15* 

.08 

,17* 

.05> 

.07 

-.15* 

.08 

.02 

.01 

.11* 

.13* 

.14* 

.17* 

.21* 

•  .16* 

.15* 

.07  - 

.12* 

.16* 

.18* 

.09 

.12* 

.14* 

.17* 

.12* 

.03 

-.24* 

.09* 

-.05 

.17* 

,.11* 

.08 

.28* 

*  '  .17* 

,11* 

.23* 

-.06 

-.03 

.14* 

.20* 

.18* 

.24*- 

.00 

.07 

.07  , 

.08 

"  .10 

•  .07 

.07 

.01 

X\  4* 
.11* 
.06 
.03 
.00 
-.03 
.04 
.02  - 
.06 
.08 
.07 

.27* 


1  V 
Kendall  Correlation  Coefficients 

*p<  .05 

A  =  183,  E  =  9f  0  =  100. 
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The  assessments" of  the  infant  show  even  less  consistency  over  time 
(Table  8.9).   Except  for  the  measure  of  the  child's  temperament,  which  was 
rated  by  the  mother,    there  is  no  measure  of  infant  behavior  which  shows 
consistency  over  time.   Mothers  perceive  some  consistency  in  temperament  in 
their  infants,  but  our  measures  of  the  infant's  own  behavior  do  not  show 
this.  -  i 

These  are  discouraging  findings,  especially  in  view  of  our  initial  con- 
ceptualization of  persisting  maternal  "styles"  of  interaction  with  the  in- 
fantand  persisting  infant  temperament.   These  findings,  with  a  few  exceptions 
do  hot  point  to  any  kind  of  persisting  styles.    Some  mothers  are  somewhat 
more  consistently  positive  than  others,  but  this  is  very  nearly  the  only 
"stylistic"  variable  one  can  argue  for. 

'    •   Because  the  issue  of  consistency  seemed  to  us  to  be  sufficiently  criti- 
cal, we  were  not  willing  to  stop  at  this  point,  but  wanted  to  explore  further. 
Two  strategies  were  used.    First,  we  asked  ourselves  how  many  individual 
mothers  (or  infants)  were. in  the  same  half  of  the  distribution  on  a  given 
variable  at  a;ll  four  measurement  points.  'This  is- a  very^weak~forni~of--con — - 
sistency,  but  it  might  tell  us  something .about  the  number  of  mothers  Who 
showed  particular  patterns.    Second,  we  explored  the  consistency  over  time  in 
factor  scores  for  the  "mutual  adaptation"  and  "mutual  facilitation"  score*. 
Since  these  two  factors  appeared  at  every  age,  reflecting  mother-infant 
interactive  patterns,  we  thought  it  would  be  useful  to  ask  whether  it  was 
the  same  pairs  on  the  high  or  low  end  of  this  contipuum  at  every  time  point. 
The  results  from  these  two  analyses  are  presented  in  Tables  8.10  -  12. 

We  did  not  perform  the  consistency  analysis  shown  in. Table  8.10  for 
every  variable;  rather  we  selected  variables  which  seemed  to  show  some  con- 
sistency in  our  first  analysis,  or  about  which  we  had  some  interest,  and 


I 

>             .  -» 

•  TABLE  8.10 

..    *  • 

/  * 
'               "  *** 

•  > 

CONSISTENCY  OVER  TIME  FOR  SELECTED  MATERNAL  AND  INFANT  VARIABLES 

•    .                     '              -.      •        •      -    .  '  3 

- 

rotal 
N* 

Percent  of, subjects  in  top  half 
of  distribution: 

Percent  of  subjects  in  .  _ 
bottom  half  of  distribution: '  '  " 

all  4          3  of  4          2  of  4 

3  of  4 

4  of  4 

Variable 

time  points  .    times"  times 

•  times  , 

;  times 

- 

* 

6.25  •'     ■    25.0  37.5 

25.0 

.  "    6.25  .    '  . 

Total  feeding  score:  mothers 

109 

17.4  '        20.2  26.6 

> 

24.8 

11. 0" 

—  - 

Positive  messages  (easy  task) 
Mother-infant  communication 

130 

3.8  f       23.8  *  26.2 

23.8 

22-3 

during  feeding 

152  • 

13.8  >   30t3  ;  29t6 — 

  ~15t8- 

.  io;b 

00 
• 

Negative  messages  (easy  task) 

103 

4*.9           18.4  26.2 

.  31.1 

19.4 

CO 
00 

Facilitation  cluster  score 
~  (easy  task) 

136 

8.8           21.3  30.9 

25.7 

13.2  - 

Infant  feeding  total  score 

109, 

--6-4  22.0  32.1 

27.5 

11.9 

o 

inT.ant.  readiness  to  learn 
(easy  task) 

136 

.  5.9            22.1  .  33.1 

30.1 

8.8 

Total ' 
k  N* 

Percent  of  subjects  in  top  half 
of  distribution: 

Percent  of  subjects  in  bottom 
half. of  distribution: 

Variable- 

3  of  3_times  __2-  of  -3-t-imes  

-2-of  3~times 

3  of  3  times 

  'v  —  

i 

12.5  37.5 

37.5 

12.5 

_~- 

^—   

4  \ 

Emotionaj  responsiveness 
(HSI  subscale  1,) 

■  » 

156'  • 

*     25.6  28.2 

28.8 

17.3 

*'     l<  -'~z — 

~*N 'Includes  only  those  subjects  with  data  at  all  time  points. 

*                                                               .v  ' 
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■< 

511 

TABLE  8.11 


CORRELATIONS  ACROSS- TIME  POINTS  OF  THE  "MUTUAL  FACILITATION" 

FACTOR  SCORE1 


4  mo.  8  mo.        12  mb.  . 


1  month 

.14* 

.  .05 

-.02* 

*    4  month  - 

.01 

.03  — 

8  month 

i 

.07" 

1  "Mutual  facilitation"  is  the  first  factor  at  1  and  ,4° months  and  the 
second  factor  at  8  and,  12  months. 


TABLE  8.12 

CORRELATIONS  ACROSS  TIME  POINTS. OF  THE  "MUTUAL  ADAPTATION" 

FACTOR  SCORE1 


4" mo.  / 

8  mo. 

12  mo. 

1  month 

.  .20*  ' 

.27* 

■  .12 

4  month 

»  .23* 

^15* 

8  month 

*> 

.27* 

•  * 

^'Mutual  adaptation"  is  the  second  factor  at  1  and  4  months  and  the 
first  factor  at  8  und  12  months".  , 
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checked  to  see  if  there  micht  be  some  "hidden"  consistency.  .There  Is  some, 
but  not,  very  much.    In' the  case  of  the  total  feedJngjcor^for_the^ mothers, 
there  are  more  mothers  than  chance  would  suggest  who  are  consistently  in  the 
top  half  of  the  distribution  at  every  time  point,  and  sTigiitly  more  tlian 
chance  numbers  In  the  bottom  .half  at  every  time  point.    Instead  of  12. b  per- 
cent of  the  subjects  showing  dhe  or  another  of  these  types  of  consistency 
(which  would  occur  by  chance),  28.4  percent  are  consistent  in  these  ways.  « 
From' the  point  of  view  of  prediction,  we  may  want  to  look  further,  at  later 
assessment  points',  at  the  11  percent  of  t^he  sample  who  are  in  the  bottom 
half  of.  this  "adaptation"  dimension  consistently,  compared  to  the  17.4  per- 
cent in  the  top  half  consistently.  /  ; 

In  the  case  of  both  positive  and  negative  messages,  what  consistency 
there  is  occurs  among  "Others  who  are  in  the  bottom  half  of  each  distribu- 
tion .at  every  time  point..  Almost  one-quarter  of  the  sample  is  consistently  r  , 
non-positive,  while  nrirly  one-fifth  are  consistently  rion-negativer  Insofar, 
as  there  1s  any  "stylistic" -consistency  on  these1  variables,  then,  it  is  re- 
fleeted  not  in  the  persistent  presence  of  particular  behaviors,  but  in  their 
absence.   Some-Mothers  consistently  use  $ery  little  negative  evaluation,  some 
consistently  use  very  little  positive.   These  are  not,  incidentally,  the  , 

*  *  V  " 

same  mothers.   We  do  not  have  here  simply  some  mothers  whe^give  little  evplua 
tioh  of  any  kind;  rather  they  are  selectively  silent.    Bear  in  mind  thafeven 
with  this  rather  weak  criteria  for "consistency  over  time,  there  is  still  no! 
a  vast  amount  of  consistency;  but  the  pattern  is  interesting. 

Similarly  modest,  but  interesting,  levels  of  consistency  appear  when  we 
correlate  the  "mutual  facilitation"  and  "mutual  adaptation"  factor  scores  over 
the  four  time  points  (Tables  8.11  and  8.12).   Despite  the  stability  of  the 
factor  structure  for  the  "mutual  facilitation"  factor  over  time,  there  is 


\ 

\ 


V 


essentially  no  consistency  in  this  cluster,  while  for.  the  mutual  adaptation 

- ,  .  - 

factor,  there-is  slight  consistency.1  '  . 

'  -  DISCUSSION 

*  "* 
Letus-begin  by  summarizing  the  overall  findings. 

.*'-.»*"■• 

1.  The  factor  structure  both*  for  maternal  variables  or  infant  variables 

alone,  and  for  the  two  combined,  shows  considerable  stability  over  time. 
The  same  two  factors  are  the  first  dnes  in  the  mother-infant  analysis  • 
at  every  age,  * 

2.  Boththe  principal  factors,  at  every  age,  include  items  from  both  the 
"mother  and  the  child,  and  suggest  that  soma  aspects  of  mutuality  are 
-critical  at  every  age.   That  is,  at  every  age,  the  dimensions  which 

'most  clearly  differentiate  among  the  families  are  those  which  reflect 

..    .  :  >        •  -  \. 

•the* quality  of  mother-infant  interaction.   At  any  age,  one  can  identify 
some  pairs  that  adapt  well  to  ea~ch  other  in  feeding,  others  that  adapt 

N  -   -  *  ■ 

well  ,to«eadh  other  in  teaching.  * 

3.  At  no" age  are  the. "adaptive"  families  emerging  from  the  feeding  situation 
the  same  families  who  appear  to\e.  most  adaptive  during  teaching.  So 

'  there  is  something  highly  situation  specific  about  these  measures.'  • 

4.  The  most  adaptive  families— on  either  cl^ter— at  one  age,  may  or  may  ' 
not  be  the  most  adaptive  "families  at jinother  age.   There  is,  at  best^jV^- 

••  only, very  weak  consTstency  oveT~time  on  an^ofxthe  variables,  or  clusters 

or  factors  of  variables."  .The  "mutual  adaptation'Nscore  emerging  from 

the  feeding-TTTteraction  is  modestly,  consistent,  as  are  some  of  the  com-  - 

•  *  •  •  \ 

ponent  scores  which  make  it  up,  but  the  correlations  arexlow.  . 

*  ,   Where  does  this  leave  us. in  understanding  the  nature  of  the  interaction 

between  mother  and  infant  during  the  infant's  first  year  of  life?\bur 
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original,  conceptual  ! model  suggested  that  what  we  observed  between  mother  and 

infant  would  be  a  joint  function  of  at  least  four  things:   the  infant's 

entering  state  (physiological  ,and  temperamental),  ting  mother's  persisting 
— •        •'.'!.  -  •  ....       *  > 

styles* of  interaction,  the  mother's  psychosocial  assets  or  stress,  and  the 

ability  of  the  pair;  to  adapt  to  one  another..  Judging  from  the  results  thus 

i 

far,' there  a»?e  some  weaknesses  in  this  model.  .  , 

The  infant's  entering  state  does  seem  to  have  an  effect  on  the  inter- 
action between  mother  and  infant,.   Those  feeding  injunctions  in  which  the 
infant  gives^clear  signals  and  is  responsive  to  the  mother's  cues  are  those 
in  which  the  mother  is  more  responsive  as  well.    So  the  ability  of  the  pair 
to  adapt  to  ©fie  another  seems  to  be,  in  part,  a  function  of  the  child's  ^ 
capacities  and  ongoing  state.    In/the  teaching  situation,  the  motfieT^s  facili 
tation  skill  is  partly  predicted  by  the  child's  readiness  to,  learn,  which  is 
in  part  a  state  variable-.    So  thii  much  +ias  some  validity. 

•!  n:  /-*■;. 

At  8  and  12  months,  there  is  some  hint  that  the  mother's  psychosocial 
assets,  in  particular  ttfe  level-  of  life  change  she  is  experiencing,  begins 
to  have*  some  impact  .on  her  abflltyto  enter  constructively  and  sensitively 
into  interaction1 with  her  infant;  there  fs  little  indication  of  it  at 
earlier,  ages.  "  "* 

There  is  a.  weak  indication  that  svome  mother-infant  pairs  adapt  more 
readily  to 'one  anoiher  than,  do  others;  the  correlations  across  timejn  the 
factor  scores  on  the  "mutual  adaptation"  factors  are  significant  and-  posi-  ' 
tive,  although  small.    So  there  is  some  suggestion  of  "adaptive"  and  "non- 
adaptive"  families.   Given  shifts  in  the  mother's  psychosocial  assets  or 

V 

stress  over  time,  and  changes  in  the  infant's  state .^we  would  not  expect 

.  i  * 

the  adaptation  score,  to  be  perfectly  consistent  over-*iijie;  there  are  too 


*  ■ 

many  short-term  Influences  that  w1ll_have  an  impact  on  this  score.    But  the 
fact  that  there.  1s  some  consistency  does  suggest  that  sjome  pairs  have  a  < 
greater  likelihood  of  "waltzing  together"  regularly.. 

The  weakest  part  of  the  model  1s  1n,  the  area  of  "maternal  style." 
There  1s  very  little^indicatipn  that  mothers  have  any  persisting  habits  or 
stylistic  approaches  1n  their  interactions- with  their, Infants.  4As  we  men-  { 
tio^ed  earlier,  this  Isjan- unexpected  finding.   There  1s  a  good  deal  of  dis- 
cussion In  the  literature  of  maternal  style  (e.g.,  Hess  &  Shlpman,  1965,  1 967 
1968.;  Hess,  Shlpman,  Brophy,  and  Bear,  1969;  Bee  et  aJL.,'1969;  Stretssguth  . 
and.  Bee,  1972;  Steward  and  Steward,  1973  and  1974)  and  some  evidence  that 
measures  of  materr.  il*  style  are  predictive  of  the  child's  cognitive  perform- 
ance.' The  assumption,  in  all  of  the- literature  on  style,  Is  that  t)g|l  are 
persisting  or  pervasive  qualities  of  maternal  Interaction,  /Other  researchers, 
who  have- explored  mother-Infant  Interaction,  particularly  those  concerned  ? 
with  prediction  of  later  IQ  (e.g.,  Yarrow,  Klein,  Lomonacp,,and  Morgan,  1975 
Bayley  and.  Schaefer,  1964;  Tul kin  and  Owitz,  1975;  Kagan,  }971;  Kagan  and  \ 
Moss,  1962;.  and  others)  have  typical l/aUem^'ted  to  Identify  dimensions  of 
maternal  behavior,  and  there  1s  a  clear  built-in  assumption  that 'they  are  . 
/sampling  from  or  rating- generalized^  maternal  tendencies.  1  But  our  data  seem 
to  show  that  this  Is  not  the  case,  at  least  not  in  any  very  potent  fashion. 

i 

How  are  we  to  make  sense  of  this?    ,  * 

r  First,  have  other  researchers,  looking  at  consistency  in  maternal  or 
infant  behavior,  found  clear  evidence  of  persisting  maternal'  or  infant  style 
or  temperament?  This  seems  to  be  an  obvious  and  easy "question,  but  it  1s  , 
■not!  Jhere  is  a  great  paucity  of  relevant  information.    Kagan  and  Moss  re- 
port •so'me  quite  -sizeable  correlations  between  ratings  of  maternal  behavior  . 
at  several  time 'points  (Kagan  and  Moss,  1962,  p.  209), but  the  age  periods* 


are.  very  broad,  and  the  scores  at  each  time  period  represent  a  summary  judg- 
ment of  all  observations  taken  during  that  time  period."   For  example,  time 
period  1  runs  from  birth  through  age  3,.  and  a  single  rating  Was  made  for "this  m 
entire  period  of  the  mother's  restriction,  protection,  hostility  and  accelera- 
tion.   Correlations  between  these  ratings  for  time  period  1,  and  the  same 
ratings  for  time  period. 2  (3-6  years)  are  moderately  high,  although  incon- 
sistent.  Generally^  as,  the  child,  gets'older,  the  mother's  behavior  "seems  to- 
become  rmore"  stable. 

/•'Somewhat  closer  to  our  own  procedure  is  Yarrow's  longitudinal  study  of  .  . 

mo/ther- infant  interaction..  Detai  lecf  .observations  of  .mother-infant  interaction 

wire  obtained  when  the  infants  were  6 .months  old,  and  then  more  structured 

Observations  were  made- again  at  19  months.   Unfortunately  the  same  variable's 
/,•.«•  •» '  .  y 

were  not  used  to  describe  the  maternal  behavior  at  the  two- time  points,  but 

(the  maternal  measures  were  inter-correlated.   When  this  is  done  (YarroW?  Klein 

Lomonaco  and  Morgan,  1975),  the  finding  Is  .again  of  a* moderately 'Weak  cohsis- 

[tency.   Correlations  between  the  mother's  "facilitating  activity"  at  19  months 

/  and  the  6-month  measures  were  positive  but  not  statistically .significant,  nor, 

generally,,  were  those  between  "negative  reinforcement"  at  19'months  and 

earlier,  maternal  behavior.   The  single  19-month  maternal  d-imensipn  which  was 

significantly  correlated  with  early  maternal  behavior  was  positive  reinforce- 

ment,  and  here  the  correlations'  were  quite  substantial.  .For  example,  posi- 

tiye  reinforcement  by  the  mother  .when  the  infant  was  19  months  old  correlated 

J.72*(<  .01)  with  "contingent  response  to  positive  vocalization"  at  6  months. 

The  fact  that  it  is  positive  reinforcement  which  is  the  more  stable  behavior 

is. consistent  with  our  own  findings,  although  the  size  of  the  correlation\in 

the  Yarrow  etal_.  study  is  muchrhigher.  '  . 

'-"    •**  •  '  .   «  * 
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Other  longitudinal  studies  which  have  found  significant  correlations  • 
between  early  maternal  behavior  and  later  child  intellectual  functioning 
(Bayley  and  Scnaefer,  1964;  Tulkin  and  Covftz,  1975)  have  either  not  collected 
more  than  one  measure  of  maternal  behavior,  or  have  not,  reported  consistency 
»data.    „  -  *  .  *    .  ,  . 

Consistency  in  infant „behavi or. is  reported  by  several  researchers,  most  : 
'notably  by  Kagan  (1971).   He  observed  infants  in  a  variety  of  settings  designed 
to  elicit  information  about  the  infants'  "tempo."   Infants', smiles,  latency.  , 
to  respond  and  length  of  fixation  on  picturess.and  cither  stimuli ,  fretting 
and  crying,  and  infant  vocalizations  were  all  coded  at  4,  8,  arid  13*months.  , 
The  results  are  somewhat  similar  to  ours  in  that  only  very  low  levels  of 
*       consistency  over  time  was  obtained  on  most  measures.   There  was  no  indica- 
"tion  that  some  children  consistently  smiled  more  than  others,  or  fretted >more, 
or  vocalized  more  at  all  time  points.  .  On.  the^  other  hand, 'Chess  and  Thomas, 

(1973)  have  found* considerable  consistency  In  children's  placement,  1n  broad 

\       i  '  *  »  * 

*      categories  of  temperament.         -  *  4  ......  J 

?  .      ^  .'.'overall  then,  the'- literature  suggests  that  for  both  mother  and  infants- 
there  is  likely  to'  be  consistency  over  time  in  broad,  categories  of  behavior, 
V^but  relatively  little  for i  specific, behaviors.    "   /•  <f 

In  accouf^ngfor  our  own  finding  of  low  consistency,  we  are  left  with 
•  several-  alternatives  *  On  the  one  han^,  it  could  be  that\^here  is  "relff" 

consistency  *i 'maternal  behavior,  1>ut.thatwe  have  simply  not  measured  it 

'*      _  •..         .        t"       •  *•  '**,*•>  **./•• 

very- well". "  7hefaa_may  be  underlying  styles  which  are  simply  not  well  "re-  • 

"  •*   ■  -  .  '  *\' 

fjected  in'the^brief'observatfons,  and  4 the  .somewhat  imprecise  scales  we  used. 

"Otf'the  other. hand,  it  may  be  that  there  really  isn't  anything^e^yjmjcj^that  l 

••    '•     ■'..  '.•»      ■  .  —   ~ —   •  *       .  '* 

; could  be  called  "maternal  style,"  over  and  above  the'general  tendency,  which,  , 

the  HSI  measures;  to  provide  rich  or  non-rich  environments  to  the  child. 


'  There  may  be  -some  weak  tendencies,  but  they  may  be  overwhelmed  by  the 

momentary  variations  in  the  mother's  state  or  mood  and  the  child's  state 
'  or  temperament.  * 

■  A- third  possibility  is  that  mothers  have  some  tendencies",  some  collec- 
tion of  likely  responses,  but  that  the  specific  behaviors  elicited  will 
.  o  depend  "on  the  child's  momentary  behavior,  or  current  developmental  status.  H 
.So  the  repertoire  of  maternal  behaviors  may  he  fairly  stable,  and  somewhat 

different  for  individual  mothers,  but  the  particular  behavior  we  observe  aty 
"  oaqy  one  point  will  be  only  a  part  of  the  repemice^  The  fact  that  there  is 
a  kind  of  "negative"  consistency  in  both  negatfye  and  positive  messages  sug- 
gests that  s.ome~mothers  simply  do  not  have  theje (behaviors  in  theirjreper-  ^ 
toires,  or  thai  if ' present  in  the  repertoire,  tHey  have  very  low  "habit  { 
strength." 

It  is  difficult  to  believe  that  there  are  no  persisting  qualities  of 
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mother-infant  interaction.   We  do  know  from  numerous  studies  that  what 
.mothers  do  with  theiMnfants  at  6  or  8  months  of  age  predicts- later/ in-  . 
'  tellectual  performance  of  the  child  to, some  extent.   Tulkin  and  Co\/itz 
(1975),  for  example,  found  the  Peabody  IQ  at  age  6      quite  strongly  corre- 
lated with  a  number  of  measures  of  mother-infant  interaction  wh<^  the  child 
was  6  months  old.    Mothers  who  held  their  infants  frequently,  Entertained 
them,  and  provided  many  objects  for  the  infant  had  children  who  at  age  6 
■   had  higher  Peabody  scores.    Language  scores  (ITPA)  at  age  6. were  also  pre- 
dicted by  6-month  Interactions.    Generally  speaking,  the  aspects  of  6-montiT 
.  interaction  which,  are  most  predictive  have  to  do  with  duration  of  the  , 
Mother's"  involvement,  richness  or  variety  of  inanimate^^imulation^jajnd-spme 
<  aspect  of  the  mother's-  play  with  or  entertainment  of  the' infant.  Similarly, 
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Elardo,  Bradley,  and  Caldwell  (1975)  found  that  those  aspects  of  the 
mother's  behavior  at  6  months  which  were  the  best  predictors  of  the  child's 
3-year  I.Q  were  the  appropriateness  and  variety  of  the  play  materials  or  ex- 
periences and  the  overall  organization  of  the  environment.   The  amount  of 
maternal  involvement  with  the  child  was  also  predictive.    At  12  months, 
those  maternal  behaviors  most  predictive  of  3-year  I<3  were  again  the  approp- 
riateness of  the  play  materials  provided,  the  maternal  involvement  with  the 
child,  and  the  mother's  emotional  responsiveness  to  the  child.   Yarrow  and  * 
his  associates  (1975)  also  found  that  the  observational  ^rejs^btajned_at__- 
~6.months  were  reasonable  predictors  of  later  child  behavior,  although  i.n 
this  case  the  IQ  score  was  less  well  predicted  than  was  a  19-month  measure 
of  the  child's  exploratory  tendencies.   Those" infants  who  showed  the  most 
creative  and*  persistent  exploration  of  materials  at  19  months  had  had  n.others 
who  provided  higher  levels  of  social  and  kinaesthetic  stimulation  at  6  months 
It  is  difficult  to  believe  that  these  results  would  occur_.iT  there  were 
no  stability  in  the  mother's  behavior.    All  these  researchersJt^sume  that 
they  are  merely  sampling  some  pervading  aspects  of  maternaj^oehavior  and 
environmental  organization,  and  the  fact  that  the  early  scores'  predict  later 
behavior  lends  credence  to  this  assumption.    All  of  which  leads  us  to  assume 
that  there  must  be  a  higher  level  of  maternal  consistency  than  we  have  ob-  ' 
tained.  '  " 

We  are  left  with  several  conclusions: 
1.   There  is  "real"  consistency  in  broad  environmental  and  maternal  charac-. 

 ter-is-tics.  such  as  those-measured  in. the  HSI,  and  to  a  lesser  extent 

measured  in  our  "mutual  adaptation"  factor.    Some  mothers  consistently 
provide  more,  and  more  appropriate,  stimulation,  and  are  warmer  and  more 
responsive  to  their  infants.   These  same  mothers  are  likely  to  achieve  a 


.  good  level  of  mutual  adaptation  during  feeding. 
2.  There  is  far  less  consistency  in  specific  maternal  behaviors  such -as 
yerbal  style,  or  positive  or  negative  messages.   Measures  of  such  be- 
haviors vary  over  time  as  a  result  of  temporary  changes  in  the  infant's 
state,  the  mother's  mood,  the  task  demands,  and  the  chiles  then-current 
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developmental  skills.   Mobile  infants  call  forth  different-behavior  from 
most  mothers  from  those  of  more  physically  stable  infants;  alert  babies 
call  forth  different  responses  froitemost  mothers  from  those  of  passive 
or  quiescent  ones.*  \ 

[  3.  Rrobably-  thereare-some-persisting^dlf  ference'^ 

repertoire  of  behaviors  they  call  upon  in  these  different  settings.  Some 
mothers,  regardless  of  the  provocation,  are  less  likely  to  use  negative 
messages  with  their  child  than  are  others,  and  some  are  less  likely  to 
use  positive  messages.   But  these  underlying  differences  in  response 
tendencies  are  difficult  to  tease  out,  and  still  more  difficult  to  use 
as  a  basis  for  prediction. 

Finally,  we  want  to  emphasize  once  again  that  the  most  striking  finding 

1  '  * 

emerging  from  this  entire  summary  analysis  is  that  at , every  age,  the  most 

prominent  dimensions  of  interaction  between  mother  and  infant  are  dimensions 

A 

which  ^describe  mutually  effective,  or  ineffective,  patterns. 

One  last  caution,  before  we  leave  the  level  of  "theory"  and  go  on  to  dis- 
cuss  the  possible  applications  of  our  findings:    bear  in  mind  that  the  group 
of  mothers  and  infants  we  have  studied  are  on  some  important  respects  atypical 
They  have,  as  a  group,  received  better  health  care  than  the  norm,  and  show 
narrower  variation  on  a  number  of  variables  than  one  would  find  by  sampling 
randomly  from  a  city  population.    This  has  several  implications  that  must  be 
borne* in  mind.    First,  the  relatively  low  correlations  we  have  obtained  may 
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be  due,  in  pact,  to  restricted  variances.   Had  we  studied  a  sample  which 
included  some  more  extremely  "poor"  families,  we  might  well  have  increased 
the  variance  on  a  number  of  our  variables,  and  hence  increased  the,  chance 
of  higher  correlations.   Second,  generalizing  from  our  data  will  have  to  be 
done  with  caution.    At  the  very  least,  some  of  the  conclusions  which  we  may 
draw  now,  and  after  the  longitudinal  follow-up  of  these  families,  will  need 
to  be.rechecked  with  samples  of  minority  families,  and  samples  which  include 
a  greater  propoxtipnjof_pj^  .   —  —  
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CHAPTER  9 
APPLICATIONS 

The  ultimate. goal  of  this  project,  determining  the  early  predictors  of 
child  health  and  developmental  problems,  can  be  realized  only  when  we  have  ' 
more  information  on  the  outcomes  of  our  Study  children  at  older  ages.  What- 
ever these  eventual  findings  may  be,  it  has  become  clear  to  us  that  one  .of 
the  main  values  in  using,  screening  and  assessments  techniques  is  their  capa- 
bility  of  sensitizing  personnel/  Those  of  us  who  have  adopted  the  perspec- 
tive  underlying  this  work  and  have  learned  touse  the  assessment ^too Is  will 
a«ter„agajiLJbje_coBtent  merely. to  examine  children,  merely  to  focus  on  theV 
care  regimen,  or  merely  to  test  their  developmental  capabilities.   We  are 
very  mindful  of  the  configuration  of  circumstances,  attitudes,  behavior,  * 
affect,  perceptions  and  stimulation  which  interact, to  form  the  quality  of 
their  environment  and  to  influence  the  comfort  of  parents  in  their  role. 
In  any  project  of  this  type,  the  major  question,  "What  is  the  appl.ica- 
.bility. to  practice?"  must  be  addressed,  for  that  is  the  whole  point  of  our 
work:   In  this  chapter  we  discuss  some  of  the  opportunities  we  have  had  for 
beginning  . practical  applications  of  our  methods.    These  include  base-line 
assessments  to  help  problem  families  and  to  improve  the  environment  for  . 
.  children  in  a  group  care  setting.    In  addition  we  undertook  a  field  trial 
of  screening  protocols  incorporated  into  traditional  maternal  child  nursing 
services-;; — -   ~~  '         "       ~         ~~ \ 

HELPING  FAMILIES  WITH  PROBLEMS 
What  is  the  utility  of  the  assessment  techniques  in  caring  fcr  families 
where  problems  already  exist?  Are  they  useful  in  determining  how  families 


can  be  helped? 

.We  were  asked  by  the  Panel  for  Family  Living  in  Tacoma,  Washington,  to 
participate  with  them  in  improving. the  quality  of  service  for  chrid  abuse/' 
neglect  families  in  their  community 7  Two  of  the  project  staff1  assumed  a 
small  caseload  as  a  demonstration  of  our  methods  "and  perspective;  this  pro-, 
vided  a  base  for  sharing  ideas  and  for  planning  future  care. programs.  The 
two  nurses  visited  five  families  over  a  period  of. six  months;  the  abused 
children  in  these  families  ranged  in  age  from  3  to  10  months  at  initial 
contact. 

,A11  of  the  mothers  had  been  separated  from  their  infants  at  the  ~time  of 
birth  due  to  prematurity,  caesarean  section,  or  an  illness  on  the  part  of 
the  mother  or  baby.   The  literature. has  documented  the  relationship  between 
such  postpartum  sepa*  itions  and  child  abuse  (Andrews,  1975).   The  lack  of 
normal  parent-child  interaction  is- thought  to  be  due  to  interference  with 
bonding, and  attachment  (Kennell  et  al_. ,  1974) .   Therefore,  the  foc\is  of  the  * 
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contacts  with  these  five  families  was  to  enhance  or  recreate  mother-infant 
bonding  and  attachment. 

During  the  weekly  or  bimonthly  visits  to  the  homes  the  basic  philosophy 
was  to  involve  parents  actively  in  the  implementation  of  the  plan  of  care  as 
much  as  possible.    From  the  beginning,  agreement  was  reached  with  the  mothers 
as;  to  the  degree  of  involvement  that  would  be  required  of  them,  i.e.,  making 
and  recording  observations  of  the  child's^  activities  and  carrying  out  certain 
-activities  wi-th-their- children.   The  initial  contacts  made  clear  that  no 

^harlene  Snyder  and  Anita  Spietz  have  reported  this  experience  in: 
"Nursing  Assessment  and  Intervention  in  Child  Abuse  Families,"  to  be  pub- 
lished in'Nurse  Practitioner. 


single  method,  tool  or  evaluation  approach  would  provide  the  appropriate 
basis  for  an;  intervention  program.   So,  the  two  staff  members  began  to  sys- 
tematically use  a  number  of  assessment  instruments  and  observations  with 
each  family;  when  they  went  into  the  home  they  had  a  specific  yet  flexible 
purpose  to  attain  with  the  family. The  primary  goal  was  to  assess  system- 
atically each  mother-infant  pair  and  provide  feedback  to  both  parents  re- 
garding the  strengths  and  assets  in  the  situation*.   This  facilitated  "estab- 
lishing rapport  and  recording  progress  while  allowing  the  mother,  who  in  all 
cases  was  the  primary  caregiver,  a  chance  to,  experience  a  more  positive, 
pleasant,  and  satisfying  relationship  with  her  child.    In  every  instance  an 
important  part  of  the  assessment  was  listening  to  and  learning  from  the  , 
parents.  •  . 

The  specific  instruments  used  were: 

*  * 

1.  Interviews 

2.  Feeding  Scales 

3.  Teaching  Scales 

4.  Home  Stimulation  Inventory 

5.  Infant  Sleep-Activity  Record 

6.  The  Developmental  Profile 

7.  Schedule  of  Recent  Events. 

The  interviews,  similar  to  those  presented  in  Chapter  5,  provided  a  picture 
of  the  parents'  perceptions  and  concerns.   The  common  problems  encountered 
in  this  group  of  mothers  focused  on-  their  Infants'  temperaments_,(,mood ,-regu— 
TarTtyTand"!^  Retrospective  information  from  the  mothers  showed 

that  they  had  had  few  psychosocial  -assets  during  pregnancy.   All  the  mothers 
reported  a  great,  deal  of  life  change,  and  the  picture  seemed  to  be  one  of 
perpetual  crises.   These  assessments  helped  us  to  know  the  factors  impinging 

f 

on  the  energy  for  child  rearing  and  the'specific  areas  in  which  supportive 
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-help  was  needed. 

The  baseline  Home  Stimulation  Inventory  showed  that  all  homes  were  low 
in  some  area  of  environmental  stimulation.   Over  the  course  of  care  the 
'areas  which  showed  the  most  improvement  were  "emotional  and  verbal  responsiv- 
ity"  and  "maternal  involvement  with  the  child.M 

The  Developmental  Profile  showed  ToW  perceived  skills  for  all  of  the 
infants.   It  provided  an  entree  for  suggesting  specific  play  or  interaction 
that  mothers  could  provide  to  assist  their  children  in  increasing  their 
developmental  skills.   One  mother's  1-year-old  was  delayed  in  self-help  * 
skills;  this  mother  was  encouraged  to  allow  the  child  to  feed  herself  during, 
the  initial  part  of  the  feeding  rather  than  at  the  end  of  the  feeding  time 
when  interest -and  hanger  had  waned.    This  change  brought  positive  results. 

In  order  to  observe  the  mothers'  style  of  communication  with  their 
infants,  we  asked  them  to  teach  an  age-appropriate  task  at  each  visit.  In 

*'  this  particular  groUp  the  mothers  gave  little  or  no  positive  feedback!  In-- 
stead,  they  focused  on  the  infants'  mistakes  and  tended  to  be  restrictive, 
not  allowing  exploratory  behavior.   The  mothers  were  primarily  nonverbal 
during  the  interaction.   The  infants,  on  the  other  hand,  were  attention 
the  mothers'  task  help,  seeming  to  enjoy  the  time  playing  together.  This/ 
response  made  mothers  feel  that  thei r  ef f 0rte„atJejLch1  ng -weye-worthwMte: 

 Tl^i^telicliinT'observation  prcved  an  easy  vehicle  for  care.    For  example, 

if  the  mother  didn't  communicate  to  the  infant  about  his  behavior,  the  visitor 
.  suggested  she  praise  him  for  his  attempts  or  show  some  nonverbal  feedback  such 

■  as  a' hug  or  smile.   One  mother  who  stated  earlier  that  her  little  boy  didn't 
like  her  was  encouraged  to  tell  the  child  he  did  well.   When  she  did  so,  he 
.smiled  at  her  and  she  exclaimed,  "He  does  like  me!" 
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The  use  of -the  teaching  observation  can  be  viewed  as  twofold.  It 
.  demonstrates  to  parents  that* teaching/learning  interaction  is  possible  even 
•.with  very  young  children..   Most  of  these  parents  for  instance  thought  their 
children  were  "too  young  to  learn  anything."   Secondly,  it  is  a  practical  way 
to  facilitate  and  encourage  parent-infant  exchange;  for. those  who  say  they 
don't  know  how  to  play  with  their  babies  they  can  be  helped  through  the 
specific  task  to  do  so  and  to  recognize  the  children's  cues  in  the  process. 

The  feeding  observation  also  presented  opportunities  to  identify  pfob- 
lem  areas  in  mother-infant  .interaction.  Tor  these  families,  feeding  . tended 
to  be  a  task-oriented  event  rather  . than  a  social' .time.    There  was  little 
stimulation  through  talking,  looking  or  touching.   The  babies  were  held  away 
"from  the  mothers  so  that  little  warmth  or  security  was  communicated.  There 
was  also  little  affect  or  responsiveness  by  either  member  of  the-pairs.  After 
the  feeding  the  visitor  discussed  one  or  two  behaviors  which  were  helpful  to 
"the  child's  development.    Over' time  the  mothers  worked  -on,  these  to  improve  V 
their  communication  with  their  babies.  -: 

Most  of  the  mothers  were  concerned  about  their  infants'  sleep  patterns, 

fussiness,  and  crying.   To  determine  the  extent  of  the.  problem  theyjceptj  

recorO-f_ihe-chi^^  discussed  in  Chapter  3). 

Three  of  the  five  infants  .did Tin  fact  have  irregular  cycles,  waking  during 
the  night  or  fussing  during  the, day.   All  of  the  infants  became  more  regular 
'  with  time;,  whether  this  was  due  to  normal  maturation  or  the  mothers'  changed 
behavior  is  unclear.    It  was  apparent,  however,  that  keeping  the  record  did 
in  itself  provide  some  help  to  the  families.    Comments  included,  "He  really 
wasn't  as  bad  as  I  thought,"  and  "After  I  started  the  record  I  learned  his 

schedule."  "  -JF \ 

The  sleep  record  was  also  useful  in  indicating  parental  behaviors  which 
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were  aggravating  the. problem  and  .which  could  be  modified.   For  Infants  who 
wakened  at  night,. parents  were  encouraged  to"  avoid  rushing  to  them  at  the 
first  sound  but  to  allow  some  time  for  self-qu1et1ng.   Mothers  who  were  un- 
familiar  with  normal  Infant  sleeping  sounds  such  as  grunting  would  pick  the 
baby  up,  believing  him  to  be  awake.   This  resulted  in  waking  the  baby  from 

active. sleep.  .   •  .  '  - 

These  families  had  many  problems  but  this  experience  demonstrated  that, 

...  .  .1 1      *  i 
using  the  guidelines -of  the  assessments,  there  were  ways  we  could  help  improve 

the  developmental  environment  and  make  parenthood  a  more  satisfying  role. 

HELPING  A  DAY  CARE.  CENTER  . 
The  usefulness  of  the  environmental  perspective  and  the  supplemental 
utilization  of  assessment  methods  were  also  demonstrated^ by  our  experience  1n 
another  type  of  setting.   One  ofvflur  staff  members  was  asked  to  consult  with 
the  staff  of  a  nearby  day  care  which  served  a  low  socioeconomic  population. 
The  .children  were  cared  for  In  a  good  physical  facility  by  an  Interested, 
conscientious  group  of  teachers^   All  the  teachers  were  high  school  graduates 
with  chiidren  of  their  own^JteyJraiJiajU^  now~ 
ever,  and  only  a  limited  knowledge  of  normal  growth  and  development.  .The 
director  and  her  staff  had  concerns  about  some  of  the  children's  health  and 
development  and  were  eager  to  optimize  the  out-of-home  care  they,  provided. 

'  Since  the  day  care  session  ran  from  7:30  a.m.  to  5:30  p.m.,  two  meals 
and  one  snack  were  served.    Observation  of  a  mealtime  showed  little  inter- 
action between  the  teachers  and  the  children;  the  children  ate  alone  at  the 
table  with  the  adults  standing  around  eating  and  assisting  the  children  when 
needed.   This  assistance  was"  given  quietly  with  little  verbal  Interaction; 
most  th'iiigs  were  done  for  the  children  with  little  encouragement  of  the 
child's  participation  1n  the  activity. 
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One  of  the  director's  major  concerns  was  the  care  provided  for  toddlers 
(those  under  3  yean  of  age).   There  were  two  hours  In  the  morning  and  two  v 
hours  in  the*  afternoon  which  were. unscheduled;  the  remainder  of  the  day  was/ 
taken  up  with  meals  *  naps,  dressing,,  diapering,  etc.   Observation-^*  the  four 
unscheduled 'hours  revealed  a  chaotic  situation.   The..teachers  spent  that  time/ 

comforting  the  crying  and  attempting  to  prevent  the  children  from  injuring' 

»  *  "         ", .        .  .  •  ..•«••  » 

one  another.' 

I  dividual  children  of  all  ages  were  of  concern  to  the  teachers  because 
of\bvious  developmental  delays  and  a  lack  of  follow-through  at  home  in  pro-  - 

*  \        *  *# 

gressWat" such  .-things  as  weaning  and'toilet  training,    the  techniques  used 
to  focus\on  individual  children  was  the  Developmental'  Profile  (discussed  in 
Chapter  5)V  The  consulting  project  nurse  taught  the  teachers  how  to.  assess 
the  developmental  skill "level  and  how  to  plan  specific  activities -to  develop 
the  child's  abrUty  in  areas  where  they  scored  Tow  for  thej^r  age.   A  large*- 
i  chart  was- placed  ion^  the  wall  specifying,  for  each  child,  the  current  ac- 
tivity goals.   This\erved  as  a  helpful  reminder  and  provided  an  Opportunity 
to  share  information  wtth  parents.   Later  Developmental  Profiles  did  indeed 
show  the  children  to  be  functioning  at  more  age-appropriate  levels. 

For  some  of  the  problems  in  the  day  care  which  influenced  all  the 
children  the  principles  of  ou\  environmental  assessments  (Chapter  4)  were 
applied  to  the  group.   Along  the^lines  of  our. feeding  scales  the  teachers  - 
were  encouraged  to  join, the  table  and  make  the  time  one  in  which  the  child- 
ren could  learn  social  and  commurii cation  skills  through  adult  exchange  and 
responsiveness.    Congruent  with  the  diUiensions  of  the  teaching  scales  the 
need  for  facilitating  learning,  for  giving  positive  feedback,  and  for  develop 
ing  independent  mastery  were  stressed.  \ 

•  '  \  ■  '  ' 
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'^^ie  Hoine- Stimulation  Inventory  also,  provided -a  framework  for  improving 
the  day  care  environment  for  the  entire  group.   Unscheduled  time;turned  , 
into  play  with  age^ppropriate  toys  ahtUexposure  to  broadening  stimuli  such 
as  children's  records  of  music  and  stories.   The  HSIwas-also  utilized  Ky^ 
the  teachers  on  home  visits,  after  instruction,  to  assess  the  children's 
home  environments. 

'  Of  course,  problems  still  .remained  for  this  day  care  population.   No  • 
assessment  method  or  care  perspective  is  a  formula,  "for  providing  ^optimal 
-developmental  environments  when  social  factors  in  the  home  sometimes  work 
,in  opposition.    Our  experience  does  show,  however,  that  the  techniques  from  . 
.'our  project  can  be  used  to  improve  a  group  child  care  setting  when  people 
involved  are  committed  to  doing  so.  . 

•  ■    ft  FIELD  TEST  ' 

The  experiences  described  above  were  somewhat  serendipitous  opportuni-^  . 
ties  for  our  projeot  nurses  to .  try3heJnf  ormati on-gathering  methods^We 
stil.i  had  many  questions  about  their  use  in  health  care  settings  by  personnel 
previously  unfamiliar  with  them.  Many  nursing  administrators  and  supervisors 
in -the  area  were  aware  of  the  nature  of/ our  work  and  expressed  an  interest  in 
the  availability  of  our  methods  for. possible  implementation  in  their, practice 
settings.  Their  interests  complemented  our  own  in  setting  up  a  small  first 
feasibility  trial  of  the  screening/ assessment  techniques.  * 

Four  sites,  two  hospitals  and  two  health  department  districts,  coll abo- 

t  ~     t.  " 

rated  with  Win  this  field  test.    Theif  goals  included  improving  perinatal 
family  care  through  more  sensitive,  broader  screening  for  problems  and  high- 
risk  /characteristics. 

Personnel  at  those  sites  providing  prenatal  care  wondered  how  they  could 
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*  best -Identify  families,,  who  might  benefit  f/ommore  extensive  supportive 
folTow-up.   Those  giving  'newborn  care  wanted  ^systematize  their  oBservar, 

"'tdons  in  the  labor  and  delivery  room,  the  nursery,,  and  the  maternity  ward  to 
include  family  and  interactional  as  well  as  infant'  characteristics,.   Those'  - 
providing  postpartum  puffing  care  in  the  community  were  concerned  about 
.making  optimal  decisions  about  patient  contacts,  given  limited  staff  re-   .  . 
sources;-  "  .   /  .  - 

-  Community  health  personnel  also  wanted  to. document  the  status  of  the  * 
••population  they  served  for.  programmatic  purposes.   Serious  budgetary 'realities 
were  increasingly  restricting  the  maternal  child  services  they  could  provide. 
To  maintain  .or  improve  their  resources  they  required  evidence  of  the  preva- 
lence  of  needs  for  care.  ^  5  . 

In  discussing  current  procedures,  in  maternal  child  care  in  this  locale 

*  another  major  common  problem  b?cafo ^evident:  pertlTiegrrt  information  often  was  , 
not  shared  across  care  settings.1  For  example,  if  it  was  determined  that  a 
family  should  be  followed  for  care  after  maternity  hospital  discharge,  a 

•  *  "*   *  *  >  *  »     *  • 

telephone  call  was  usually  made  jto  the  public  health  office  serving  that 
residential  area.    Some  information  about  the  family  was  forwarded  by  those 

9  * 

familiar  with  them  from  the  hospitalization.    But  this  information  was  not 
systematically  similar  in  content  nor  did  it  contain  enough  of  thepicture 
to  establish- any  priority  for  home  visitation.'  Rescreening  then  had  to  be  ^ 
done  by  telephone  call  to  the  mother,  or  if  the  family  had  no  telephone,  one 
home  visit  was  made  to  evaluate  the  need  for  further  care.   Conversely,  after 
home  care  was  given,  the  hospital  personnel .often  felt  as  though  they  had  in- 
.  adequate  feedback  to  know  the  value  of  the.  referral  or  how  problems  were  re- 
solved.  While  the  communipation  problems  of  multiple-agency  care  systems 
are.'complex  and  not  easily  solved,  the  use'of  a  common  information  base 
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seemed  advantageous.  \ 

■'  .  '  toe  wanted  to  gear  our  participation  in  the  field  test  to  meet -the  con-  • 

cerns  abd  goals  of  the  care  agencies.   In.  addition  we  wanted  to 'find  out: 

'„  <.'a}   the  degree  of  ease  or  ppbleffls^iri  incorporating  screening  .into 
J>     '  care  settings  with  already  established,  routines  and  priorities 
\>)  '  thtreceplivity  of  the  care  personnel  to  the  methods  1     t  ' 

c)  thCS&formal  evaluations  of  the  personnel  after  using  them        <  •'. 

d)  any  indications  of  changes  they  produced  in  practice  behavior  ,b> 
^   e)  ..whether  patients  were  filing  to  provide  .the  information  as 

part  of  th^ir  care. 
In  addition,  the  summarized  information  would  provide  some  comparisons 
bi  our  study, data  for' other,  types  of  patient  groups. 
'  *   *it  is  important  to  empbasize"that  this  field  test  was  not  a  study  jger  se; 
it  was  a- first  look  at  feasibility-aY.d  potential  problems.   Care  trials'of  the 

effectiveness ^of  servTc^using  the  'screening/assessment  techniques  will  be 

/  •  » 

W^'appropriate  later  when  the  data  base  for  consid(r™9  validity  is  stronger. 
Meanwhile  we'  had  developed  some  impressions  as  to  which,  dimensions' were  likely 
to  be  helpful  in- decision-making  based  on  the  existing  literature  andflpur  ex- 
perience*:with  the  study  families.  ^.  \ 

-The  basic  format  for  the  field  test,  1n  Addition  to  peri  natal ^health  v, 
statde  and'feve.l  of  maternal  education,  followed  our  basic  conceptual  frame- 
work, i.e.,  the  characteristics  of  the  infant's  b«flavior; .the  characteristics 
of  the  parents'  behavior;  the  parent-child 'Interaction;  and  certain,  life  cir- 
cumstance elements  such  as  the  amount  of  life  change.    ^       '••  • 
a.    In  the  prenatal  period' three  types  of  information  ware  tbtained: 

1)  .  the  degree  of  support  the  mother  perceived  she  had^ailable,  both 

emotionally  and  physically,  v 

2)  '  the  amount  of  11fe*"chahge  she  ha^  experienced-! n  the  past,  . 

2)  "hei*  expectations  of  Infant  devjejcijment  such  as  the  age  Cables  see  J 
'    '    and  hear? 


b.   At  the  time  of  labor  and  delivery. the  information  was:|  ' 

V)  -  any  conditions  that  indicated  a  probable  compromise  of  physiology 
for  the  fetus  and  newborn,  • 
'  •  2)   characteristics  of  the  infant,  such  as  how  he  responded  to  stimuli 

!in  his  environment  and  the  maturity  of  his  motor  development,  \ 
3)    the,  mother's  early  perception  of  the  infant  and  a. description  of 
.    !the  communication  system  between  mother  and  infant  in  the  early, 
^fejeding  process.  • 
'During  the  early  postpartum  period  the  important  information  was:  c 

.1)    a  description  of  the  mother's  support  system, 
'  2}    the  regularity  of  infant  behaviors  and  the  caretaking  cycle, 
3)    any  problems  or  concerns  the  mother  had. 

The  schedules  for  obtaining  the  information,  as  is  appropriate  for  ■ 
screening,  were  kept  simple,  requiring  only  minimal  orientation  as  to  the 
type  of  data  needed  and  the  methods  for  collecting  them.  Orientation 
sessions  were  provided  by  our  project  staff,  but  thesje  did  not  include  prin- 
ciples of  dects ion-making  or  care  processes.   The  more  complex  assessment 
methods  with  detailed  observational  scales' were  not  introduced. 

The  agencies  \which  cared  for  prenatal  patients  obtained' thfcir  informa- 
tion  through  a  questionnaire  designed  for  the  mother.    The  items  were  similar 
to  those  we-  used  during  our  study. 

At  birth  the  nursery  nurses  participating  in  the\field  test  at  the  two  y 
hospitals. filled  out  a  simple  questionnaire  that  coveredx their  observations 
of  the  newborn.   They  were  asked  to  rate  the  baby's  alertness,  rnettf?  matur- 
ity ../rritabili ty,  euddl i ness_^.consol ability,  and  to  express  any  concerns 
they,  had  about  the  baby.   The  first  five  items  about  the  baby  were  from  the 
Brazllton  Behavioral  Assessment  using  a  simpliTier 3-point  scale.   Nurses  in 
the  postpartum  unit  were  asked  to  observe  the  new  mother  feeding  her  baby  and 
then'to  fill  in  a  questionnaire  about  the  mother's  verbalizations  to  her 
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infant,  her  tactile  stimulation,  her  mood,  the  amount  of  visual  contact  she 
and  the  infant  had,  and  the  infant's  motor  activity*   These  items  were  simpli- 
fied versions  taken  from  our  feeding  scales.   '     new  mother  was  also  given 
a  questionnaire  to  fill  out  which  included  the  Neonatal  Perception  Inventory 
and  the  Schedule  of  Recent  Events. 

In  telephone  contacts  the  Public  Health  Nurses  queried  new  mothers,  • 

.  *  < 

using  a  structured  interview,  about  their  support  systems  and  any  current 
problems.   The  content  and  length  of  these  contacts  did  vary  somewhat  accord- 
^ing^o~-tbeJp_roblems  reported  by /the  mothers.   At  this  time  they,  also  mailed 
the  mother  a  questionnaire  regarding  her  perceptions  of  her  baby  and  a  chart 

V  *  '  it 

to  record  the  baby's  sleep-wake  pattern  for  one  week.    The  purpose  of  this 
information  was  to  help  decide  whether  families  needed  further  care  contacts 
and  what  type  might  be  beneficial. 

After  a  two-hour ^orientati on  a  small  pilot  test  was  done  in  each  field 
test  setting  £b  make  s^re  the  whole  staff  understood  the  protocols  and  how 
to- use  them.   After  desirable  modifications  were  made,  they  were  to  be  used 
on  all  new  pati«nts  in  e&cp.  setting  forXa  two-week  period  in  December,  .1975. 
Table  9.1  shows  the  number | screened  by  site  and  type  of  protocol. 

We  summarized  the  screening  data  and  presented  it  in  separate  feedback 

\     .  -  -   - 

sessions  to  the  field  test\ participants/.  They  could  then  use  it  for  program 

!\  •  •  -  . 

planning  or  documentation.;  \0nly  some  of  the  data  are  reported  here  to  illus- 
trate  specific  points.    Our  staff  visited  the  field  test  sites  periodically 
anq;  these  contacts  provided  additional  insight  for  evaluating  the  experience. 
In  addition,  the  care  personnel  who  used  the  screening  protocols  were  asked 
for  their  written  evaluations  and  suggestions;  many  did  not  respond,  however, 
so  their  reactions  can  not  be  presented  quantitatively. 
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TABLE  9.1 


NUMBER  |f  FAMILIES  SCREENED,  BY  TYPE  OF  FORMAT 


AND  FIELD  TEST  SITE 


Type  of 
Format 

Hospital 

A 

Hospital 

D 
D 

Health 
ui strict  m 

Health  . 

Total 

Prenatal 

39 

5 

9 

0 

53' 

Newborn 

Infant. Observation 

86 

54 

«• 

140 

Mother  Questionnaire 

85 

42" 

M 

127 

Mother- Infant  Feeding 
Observation 

67 

35 

«• 

102 

Referral  Face  Sheet 

-  85 

42 

v  127 

Postpartvw 

\ 

 X  

16 

38 
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Incorporating  Screening  and  Receptivity  of  Personnel.   The  field  test 
data  show  that  these  types  of  screening  procedures  can  be  incorporated  into 
clinic,  hospital  and  community  care  settings.    For  example,  in  one" hospital 
there  wer*  37  births  during  the  tasting  period.    Of1  these,  99  percent  of  the 
infants  were  screened  by  the  nursery  nurses  and  77  percent  of  the  dyads  were 
*  rated  on  mother-infant  interaction.    In  one  health  district  58  percent  of  the 
postpartum  referrals  were  screened  by  telephone  and  29  percent  by  a  home 
visit  for*  a  total  of  87  percent.    In  some  settings,  procedures  were  worked 
out  whereby  volunteers  or  clerks  gathered  the  non-observational  data. 

Personnel  receptiveness  seemed  the  most  critical  issue  1n  incorporating 
screening  procedures.    Of  course,  the  receptivity  varied  from  "wary," 
"attentive  but  nonconrnital"  to  "very  pleased,"  "enjoying  the  experience." 
Some  of  the  more  experienced  nurses  thought  the  system  might  be  helpful  to 
new  "staff  but  they  themselves  preferred  their  usual  ways  of  problem  identi- 
fication.   Others  were  quite  enthusiasticNand  could  see  the  applicability  to 
practice,  such  as  providing  a  basis  for  parent  teaching  in  child  development 
or  structuring  the  observation  of  mother-infant  interaction  so  that  they 
could  bettenyhelp  mothers  be  more  comfortable  with  it. 

This  variability  in, receptivity  has  to  be  expected  in  any  Innovation  of 
new  practice  methods.    There  will  always  be  personnel  at  all  levels  of  the 
hierarchy  who  resist  change  iri  routines.    Our  observation  was  that  the  effect 
of  this  resistance  is  lessened  if  personnel  at  the  immediate  supervisory 
level  believe  in  the  potential  worth  of  the  innovation  and  are  available  on  a 
direct  ongoing  basis  to  encourage,  to  explain,  and  to  maintain  participation. 

Special  contingencies  also  influenced  the  utilization  of  the  screening 
formats "in  the- field  test.    In  one  setting  a  new. primary  care  system  was 
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being' introduced;  in  another  there  was  a  sudden  increase  in  the  number  of 
surgical  patients  on  the  postpartum  floor;  one  location  had  several  nurses 
on  vacation;  and  some  settings  were  occupied  with  budgetary  problems.  These 
occurrences  naturally  divert  energy  and  attention  to  coping  rather  than  to 
trying  something  new.   On  the  other  hand,  if  change  waits  for  a  smooth  un- 
eventful  course,  the  chances  are  that  changes,  in  the  perspectives  as  to  who 
should  receive  moreof  different  types  of  care  will  never  be  made. 

.  As  might  be  anticipated,  a  major  response  to  the  screening  activities 
was  "we're  too  busy."   While  this  might  have 'sometimes  been  .an  indirect 
reflection  of  discomfort  in  changing  routines,  it  was  evident  that,  in  some 
settings,  the  ratio  of  personnel  to  the  work  to  be  done. was  overwhelmingly 
low.    In  these  instances  systematic  screening  dramatically  pointed  out  the 
deficit  in  available  resources  more  than  it  guided  the  use  of  existing  ones. 

For  example,  in  one  of  the  health  districts  the  supervisor  was  very  con- 
cerned about  the  needs  of  a  special  group  receiving  service  from  her  office- 
the  families  receiving  assistance  from  the  Women,  Infant  and  Children  food 
supplement  program.   The  WIC  program  provides  food  vouchers  to  families  with 
young  children  qualifying  through  dietary  and  physicals-deficiencies  due  to  - 
the  inability  of  the  parent(s)  to  provide  adequate' nutrition.   The  families 
must  attend  the  district  office  clinic  monthly  to  determine  continued  eligi- 
bility for  the  program.    During- the1  fieVd.  test  the  public  With  nurse  who 
talked  to  the  families  on  these  monthly  appointments  utilized  the" screening 
formats  for  the  mothers  who  were  pregnant  or  postpartum.   The  mothers  simply 
filled  out  the  forms  while  waiting  to  talk  to  the  nurse.    Of  those  screened 
78  percent  said  they  would  like  to  talk  to  a  nurse  about  their  concerns.  Th 
problem  was  that  there  was  not  enough  time  or  nurses  to  fill  such  requests. 
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This  experience  with  WIC  families  has  many  implications  for -what  could 

i 

potentially  be  done  to  improve  child-rearing  environments  for  tho?e  already 

I 

under  contact  and  asking  for  help:    groups  could  be  formed  for  prenatal 
preparation  specific  to  the  needs  of  these  predominantly  young  mothers  in 
socially  disrupted  circumstances;  a  supervised  play  area  could  be  estab- 
lished near  the  appointment  area  with,  professionals  serving  as  models  in  Row 
to  play,  set  limits,,  promote  learning,  etc.    But  all  such  possibilities  are 
contingent  upon^the  resources  to  do  them. 

Even  if  practice, is  not  extended  to  include  these  and  other  exciting 
possibilities,  however,  it  seems  to  us  that  .some  "critical  mass"  of  resources 
is  required  before  systematic  screening/assessment  can  really  become  an  integ- 
ral  part  of  nursing  services.    If  personnel  are  so  few  as  to  be  overwhelmed 
by  the  inability  to  meet  existing  service  obligations,  then  superimposing 
additional  information- gathering  tasks,  which  only  bring  to  light  more  needs 
for  care  which  can  not  be  met,  is  an  exercise  in  futility  and  f  "istration. 

Evaluations  of  the_  Protocols.   The  comments  of  the  care  personnel  who 
participated  in  the  field  test  centered  around  several  major  issues.  Some 
thought  the  protocols  lacked  enough  information  on  the  physical  problems  of 
mothers  and  babies.   To  remedy  this,  one  site  added  the  ^pgar  score  and  any 
.other  specific  physical  indicators  they  wanted  to  include  routinely.  In 
others  the  nurses  sought  out  additional  information  such  as  postpartum 
breast  care,  condition  of  the  episiotomy,  etc. 

9  '  '  ~ 

Parts  of  the  screening  information  obtained  duplicated  existing  informa- 
tion in  some  settings.   This  redundancy  was  remedied  handily  by  the  community 
-agencies  who' were  in  the  process  of  revising  their  existing  forms;  they  set 
up  a  supervisory  committee  to  incorporate  the  protocols  for  future  use  so  as 
to  eliminate  all  duplicated  information. 
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Some  participants  .thought  parts  of, the  Information  requested  was  too 
sensitive  and  they  were  somewhat  surprised  at  patients'  willingness  to  pro- 
vide their  perceptions  of  their  babies  and  reports  of  their  home  support 
systems  and  recent  life  events.    In  one  setting,  however,  a  modification  was 
tried  to  reduce  the  implication  of  sensitivity:    rather  than  checking  the 
specific  Hfe  events  experienced,  mothers  were  asked  to  look  at  the  11st  and 
only  give  the  total  count  of  their  events,  this  modification  was  feasible 
since  we  had  determined  that  the  number  of  life  events  was  highly  correlated 
with  the  weighted  score. 

Feasibility  of  Obtaining  Screening  Information.    Since  we  did  not  know, 
the  most  critical  time  to  observe  a)  newborn  behavior  and  b)  mother-Infant 
interaction,  the  participating  hospital  staffs  were  asked  to  complete  one  of 
each  of  these  observations  each  shift.    For  the  140  babies  screened  there 
.  were  a  totalof  640  newborn  behavioral  observations.   Table  9.2  shows  that 
these  observations  were  made  by  a  variety  of  personnel;  most  (60%)  were  done 
by  registered  nurses,  but  LPNs,  Aides,  and  nursing,  students  also  participated 
substantially.    Overall,  the  different  shifts  observed  about  equal  numbers, 
and  most  were  done  before  3  days. of  age  (discharge  typically  occurs  by  then). 

The  frequencies  of1 actual  behavioral  ratings  in  Table  9.2  can  not  be 
interpreted  in  terms  of  numbers  of  infants  because  they  are  based  on  total 
observations,  with  some  babies  having  more  than  others.   They  do  show  some 
interestin.  trends,  however.    A  relatively  small  proportion  on  any  Item  were 
marked  as  "don't  know"  or  not  given  a  rating.   There  was  a  definite  prefer- 
ence  for  the  middle  scale  rating  "'2."   A  closer  look  at  the  data  showed  that* 
non-RN  personnel  used  the  2  scale  position  most  frequently. 

In  order  to  obtain  some  Indication  of  the  validity  of  these  Infant 
ratings,  full  Brazelton  Behavioral  Assessments  were  done  on  a  few  of  these 
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TABLE  9.2r 

INFORMATION  FROM  FIELD  TEST  HOSPITALS: 
OBSERVATION  OF  NEWBORN  BEHAVIOR 


Variables, 


Examiners'  Title 
RN 

L?N_ 

Aide 

Student 

Clerk 

Unknown 

Shift 

tve 

Ni9ht 

Unknown 

Day  of  Observation  - 
Day  of  birth 
-Day  after  birth 

2  days  after  birth 

3  days  after  birth 


4  days  aftefi-bfrth  ■ 

5  days  after  birth 

6  days  after  birth 

7  days  after  birth 

8  or  more  days  after  birth 
■  Unknown 

Alertness 

(1)  doesn't  attend 

(2)  follows  with  eyes 

(3)  follows  with  eyes  and  head 
don't  know  or  no  rating 

Motor  Maturity 

(1)  jerky  most  of  tine 

(2)  smooth  half  the  tiro 

'    (3)  smooth  most  of  the  time 
don't  know  or 'no  rating 

Irritability 

(1)  never  upset 

(2)  occasionally  upset 

(3)  always  upset 

don't  know  or  no  rating 


Cuddliness 
.    (1)  not  cuddly 


|2j  somewhat  cuddly 


very  cuddly 

don't  know  or  no  rating 


Consolability 

(1)  difficult  to  quiet 

(2)  usuafly  quiets 

(3)  easily  consoled 

don't  know  or  no  rating 

Concerns  About  Baby 
Yes 
Ho 

No  response 


Total  number  of  cases 

Q     er  of  observations 


Total 


ERIC 


60.3 
4.5 

20.3 
8.1 
0.5 
6.2 


37.3 
35.0 
27.5 
0.2 


6.9 
35.9 
33.6 
15.2 


1.2 
0.6 
0.5 
'0.6 
1.4 


22.2 
50,6 
22.8 
4.4 


8.4 
65.9 
23.6 

2.0 


6.7 
85.6 
3.4 
4.2 


1.4 
70.5 
24.? 

3.9 


5.5 
70.3 
18.0 

6.2 


9.2 
78.0 
12.8 


140 
640 


Frequencies, 
tiospitaVA 


(%)* 


Hospital  8 


r^io.i 

[  2.0 
X27.9 
>M 
0.7 
7.9 


42.4 
29.9 
27.5 
0.2 


2.4 
35.2 
36.7 
16.0 
-5^0 
1J 
0.7 
0.7 
0.7 
1.5 


16.0 
57.1 
22.4 
4.4 


5,3 
69.2 
23.7 

1.8 


7.7 
85.3 
2.8 
4.2 


0.9 
69.4 
26.6 

3,1 


5.3 
68.1 
20.7 

t>.9 


12.1 
81.3 
6.6 


86 
455 


85  ."4 
10  8 

1.6 

0 

0- 

2.2 


£4.9 
47.6 
27.6 
0 


17.8 
37,8 
25.9 
13.0 


1.6 
0.5 

0  . 
0.5 
J.I 


37.3 
34.6 
23.8 
4.3 


16.2 
57.8 
23.2 
2.7 


4.3 
86.5 
4.9 
4.3 


2.7 
73.0 
18.4 

5.9 


.  5.9 
75.7 
11.3 
7.0 


2.2 
£9.7 
28.1 


54 
185 


es  based  on  number  of  observations 


5*0 


TABLE  9.3 

INFORMATION  FRW  FIEtO  TEST  HOSPITALS: 
OBSERVATIONS  OF  MOTHEf  nEDiT*  BABY  " 


bles_ 


Total ' 


frequencies 
Hospital  A ' 


birth 


Examiners'  Titl 
.  RN 

LPN 
-  Aide 

Student 

Clerk 

Unknown 

Shift 
Day 
Eve 
Night 
Unknown 


Day  of  Observation 
Day  of  birth 
Day  after  birth 

•   2  days  after  birth 

3  days  after  birth 

4  days  after  birth 

5  days  after  birth 

6  days  after  birth 

7  days  after  birth 

8  or  more  days  after 
Unknowt 


Mother's  Verbal izations' to  'Infant 
,(1)  little  or  no  talking  * 

(2)  uses  voice  to  interact 

(3)  almost  continuous  talking 
no  ra*  "ng  ,  1 

Mother's  Tactile  Stimulation 

(1)  little  or  no  touch 

(2)  use's  touch  to  interact 

(3)  almost  continuous  touching 
no  rating 

Mother's  Mood  -  . 

(1)  lacks  affect  ' 

(2)  animated  \ 

(3)  intense  affect 

no  rating  1 

Infant's  Visual  * 
(1J  doesn't  look  at  mother  \ 

(2)  makes  eye-to-eye  contact 

(3)  looks  at  mother  constantly  . 
no  rating  \ 


61.5 
9.7 

19.-5 
2.6 
0.4 
6.2 


67.7 
27.0 
2.6 
2.6. 


4.9 
31.4 
31.4 
14.6 
4.4 
1.8 
0.4 
0 

0.4 
10.6 


14.6 
73.0 
11.9 
0.4 


73.9 
17.2 
0.9 


10.2 
72.6 
15.9 
1.3 


29.2 
60.2 
4.9 
5.7 


60.7 
11.3, 
22.6 
3.0 
0.6 
1.8 


61.9 
33.9 
3.0 
1.2 


13.7 
72.6 
13.7 
0 


8.3 
71.4 
19.6 

0.6 


10.7 
72.6 
15.5 
1.2 


30.9 
62.5 
0.6 
5.9 


Infant's  Motor  Activity             •  * 

(1)  little  motor  activity 

27.9 

33.3 

*  '12.1 

(2)  some  motor  activity 

67.7 

62.5 

82.7 

(3)  much  motor  activity 

.4.0 

3.6  • 

5.2 

no  rating 

0.4 

0.6 

0 

Concerns  About  Mother/Infant  \ 

Yes 

9.8 

10.7 

6.9 

Ho  * 

76.5 

79.2 

69.0 

No  response  *  \ 

'  \ 

13.7 

10.1 

24.1 

Total  number  of  cases       .<  \ 

102 

67 

'  35 

Total  ntmber  of  observations  \ 

'226 

168 

58 

♦Frequencies  (S)  based  on  number  of  observations 


same  babies  at  the  two  hospitals.  Comparisons  showed  moderate  agreement 
between  the  modal  value  for  the  multiple  staff  observations  and  the  full 
scale  rating. 

Out  of  the  possible  number  of  mother-infant  pairs  a  smaller  proportion 
.were  observed  interacting  during  feeding  than  were  observed  for  infant  be- 
havior, alone  in'  the.  nursery.    An,d  a  lower  total  number  of  observations  were  -v 
•    made  on  the  ward  compared. to  the  number. in' the  nursery  (see  totals  in  Tables 
9.2  and  9.3).    Comments  from  participants  suggest  this  may  be  d^  in  part  to 
the  timing  required  to  make  the  observations  precisely  when,  feeding  occurs. 
The  fact  that  observation  Of  mother-infant  interaction  is  not  usual  practice 
as  is  observation  of  the  newborn  undoubtedly  also  contributes  to  these  differ- 
ences.  The  data  in  Table  9.3  show  findings  similar  to  the  infant  behavior 
observations  in  Table  9.2,  except  that  day  shift  personnel  were  logically  • 
more  involved  than  those  -on  evening  and  night  shifts.  t 

As  for  .the  willingness  of  patients  to  provide  information  for  screening, 
there  were  a  few  who  refused  to  fill  out  the  prenatal  questionnaire.  The 

a 

rates  of  missing  data  for  the  hospital  questionnaires  following  delivery  are1 
shown  in  Table  9.4.    Those  passing  them  out  to  patients  said  they  would  often 
agree  to  fill  them  out  but  somehow  never  had  them  completed  when  the  staff  • 
returned  for  them.   The  highest  rates  of  nonresponse  (about  30%)  are  for  the 
perceptual  data  such  as  the  NPI,  life  change,  and  their  concerns. 

Missing  information  was  also  a  problem  lVthe  community  care  settings  for 
*  postpartum  screening  (Table  9.5).    It  is  difficult  to  tell,  however,  whether 
the  patients  were  reticent  to  give  it  or  whether  the  personnel  were  reticent 

— — toHsstrfbTit.  * 

Effect  on  Practice.    Data  from  the  postpartum  screening  in  the  health 

4 

®  Q  19  * 


1 


v TABLE  9.4  • 

INFORMATION  FROM  FIELD  TEST  nOSPITALS: 
-POST  DELIVERY  MOTHER  QUESTIONNAIRE 


<er|c 


Frequencies  {%) 


s 

variables 

—Total— 
Nfl27 

Hosp1tal~A — 
N=85 

— Hospital -B* 
N=42 

Attend  Prenatal  Classes 

43.3 

44.7 

40.5  . 

Yes" 

36.2 

35.3 

38.1 

HO 

20.5 

20.0 

21 .4 

Missing 

Pregnancy  Interrupted  Plans 

None 

.  29.1 

27.1 

33.3 

Very  little 

24.4 

27.1 

19.0 

Moderate  amount 

14.2 

14.1 

14.3 

Good  bit  , 

5.5 

4.7 

7.1 

Great  deal 

5.5 

7.1 

.2.4 

Missing 

21 .3  . 

20.0  #  ' 

23.8 

Maternal  Education  ■ 

12  years  or  less 

47.2 

36.5 

69.0 

13  years  or, mo re 

33.1 

43.5 

11 .9  * 

Missing  *                         «  "* 

19.7 

20.0 

19.0 

NPI  (Neonatal  Perception  Inventory) 

r 

Positive 

36.2 

37.6 

33.3 

Negative 

30.7 

29.4 

33.3 

Missing 

33.1 

32.9 

33.3 

.  -ther  has  Concerns 

es  - 

26.0 

27.1 

23.8 

No 

'40.9 

41.2 

40.5 

Missing 

33.1 

31.8 

35.7 

Mother's  Concerns 

None 

41.7 

42.4- 

40.5 

Caretaking 

6.3 

5.9 

7.1 

Breastfeeding 

3.1 

4.7 

0 

<5i  hi inos 

3.9 

4.7 

2  4 

Newness  -  First  baby 

3^ 

K2 

9.'$ 

Management  of  house  and  baby 

1.6 

2.4 

0 

Baby's  health 

2.4 

3.5 

0 

WjUl  Jbaby  be  good 

1.6 

2.4 

0 

In-law  problems 

0.8 

1.2 

0 

Other       *  j 

0 

2.4 

Missing 

•33^^ 

31.8 

•  38.1 

Sum  of  Life  Chanqes  % 

(Past  2  years  )  / 

0-10  ' 

39.4  . 

22.9 

33.1 

H-20 

'26.8 

40.6 

38.3 

21-30 

3.1 

1.2 

7.2 

Missing 

30.7 

35.2 

21.4 

"  i 

TABLE  9.5 


INFORMATION  FROM *S4  POSTPARTUM  TELEPHONE  CONTACTS 
BY  THE  TWO  HEALTH  DISTRICTS  IN  THE  FIELD  TEST. 


*    -  '        '        *  Missing  Data 

Type  of  Information  N         %  N  .% 


Problem  Areas  Identified 


Not  married  \ 
Mother's  ageX,19  or  >30  \ 
First  baby 

Infant  perinatal  complications 
-Maternal  perinatal  complications 
Mother's  education  12  years  or  less 
Low  physical/emotional  support 
Mother  has  many  concerns  and 
wants  visit 

Visit  Scheduled 


4 

7.4 

3  • 

5.5 

16 

29.6 

•  3 

*5.6 

36 

66.7 

7 

13.0 

15 

27.8 

10 

18.5 

19 

35.2 

10 

18.5 

18 

33.3 

7 

13.0 

4 

7.4 

11 

20.4 

27.8 

14 

25.9 

29 

53.7 

13 

24.1 

Nurse's  reason  for  visit 

Mother  requested  (14) 

Problem  areas  above  j    (  7) 

Other  problems  j    (  3) 

No  reason  given  J    (  5) 

Total  (29) 

Length  of  Phone  Call  (minutes) 

0-4  1 

.5-9  4 

10-14  *     \  4 

15-19  5 

20-24  15 

25-29  -  2 

30-34                &  9 

.  1 

Not  recorded  12 

Total  54 


(48.3) 
24.  lL 
(10.3) 
(17.2) 
(100.0) 


1.85 
7.4 
7.4 
9.3 

27.8 
3.7 

16.7 
0.0 
3.7 

22.2 

100.0 


■        %r  /  •*         '    %  .  . 

*  C"  .  * 

^districts  (Table  9.S)  shows  that 'home  visits, were  made  on  more  than  one-half 

of  the  cases.;  the  .largest  reported  'factor  'in  determining  whether  a  visit  was 

•      \  •* 

;    maae  was  the  mother's  requesting  it.    In  about  one- third  of  the  cases  the 

\  i  •  ■  *  •  • 

nurses  identified  a  specific  problem  area  and  in  17  percent  there  was  no  j 

'   "  reason  given  for  the  visit.   This'r  suggests  that  the"  current  trend  is  best 

rpfWtpH^hy  rnnsnmpV  HptPrnrinatihft  and-that  .there  is  lPSS  SVStematj-C-PrO^ 


J, 


fessional  decision-making  based  on  .specified' "criteria,  -wath  Hmited  re?- 
sources  the  need  for  mor,e  systematic  decision-making  to  determine  .the  best 
use  of  nursing  personnel  is  a  high  priority.'  .  .      f  ,•  * 

/      V  *  •  '  :      '        /  ' 

*      "Without  a  mope  controlled  trial  and  more,  staff  orientation  to  act  on 

/.  • 

the  information .obtained,  it  is  difficult.  to-*ay  anything  with  assurance 

  -  .         *  \  ,  "       »  ■  * 

♦  *  ■» 

about  the  actual  or  potential  effect  o'n  practice.   Anecdotal  evidence  does  " 
show  new  care  involvement  with, patients ,^given  a  broader  screening  perspecr 
v  tive.    Some  of  the  staff  said  they  now  -had  a  reason  to  interact  with  mothers^  * 
as  well  as  substantive  direction  for  counselling...'  .'.  . 

Comparison  With  ouV  Study"  Findings.   The  problem  of  missing  information  »• 
in  the  field  test  largely-negated  comparisons'  with  our  study  findings.  Table 
9.6,  however,  shows  prenatal  data  which  werfe  fairly  complete..  The  demographi^  , 
characteristics  of  the  prenatal  and  study'  groups  were  quite  similar,  (tethers 
reported  equally  high  rates  of  lacking  physical  and  emotional  help  during  . 
pregnancy,..  And  some  of  their  developmental  expectations  were  wen  later  than\ 
those  of  our  sample.   These  .findings,  suggest  that  these  problems  are  preseiyt  -  + 
to  a  similar_pr  greater, degree  in  other  groups  and  that  they  a"re  worthy  of 
attention  in  screening' and  care. 

~  :     v  IX     /  '     SUMMARY  .  /. 

Qur  experience  ha?  shown  that  the  combination  of  an  environmental 

9;21  . 

erJc  -    ./."'  Ha 


......  * / 

/ 

\ 


♦-  TABLE  9.6 

PRuNATAL..  PROBLEM  PROFILE  'FOR  .FIELD  TEST  HOSPITAL  A 
AND  OUR  STUDY,  SAMPLE 


-                   ■   — — — *  : — 

Problem  Areas  . 

i 

Hospital  A 
.   N  =  39  ■ 

to 

Study  Sample 

N\=  193' 

% 

J\ge  <19  of  >'30 

18,4 

i3.o 

-* 

SingTe 

o     «  ■ 

11.3 

« 

Education— high  school  or  less 

.51.3 

43^5 

Children  at  home— none 

•71.8 

100.0 

Totally  displeased  when  found  out 
prfegnant  / 

u 

0 

Mixed  feel.ifltjs — displeased  about*- 
pregnancy  now  v- 

'     2.6  ' 

7.7 

Not  enough  physical  he}p  * 

7.9 

8.6.4 

Not  enough  emotional  help 

15.4 

15.8 

No  one  gives  physical  help 

2.6  • 

3.2 

No  onejjives  emotional  hqlp  - 

•    2.6  " 

2.1 

Baby  sees~*after  6  months           *  * 

0  • 

/  1.2 

~aby  hears  after  6  months 

•  .''2.6 

/       .0.6  .  • 

Baby  learns  after  6  months 

7.7  • 

/  5.1 

Life  changes  since  pregnancy  above  300 

2.6    '  / 

0.5* 

Life  changes  1  year  before  pregnancy  \ 
<    above  300     ■        :  • 

■'  / 

2.1 

■1  1 


/  / 

\*^.*Eor  our  sample*. this*  figure  represents  life  changes  during  the  first 
trimester ;^women  in  the  hospital  grfiup  were  4-6  months  pregnant  when  the 
^renHa-l^Ques-tit)nnaire-was-corapleted.  *  /  ^ 


perspective,  and  screening  and  assessment  techniques  *or  systematic ''documenta- 
tion 1s- useful  in  helping  families  vfi'th  problems.   And  they  can  contribute 
to  improving  the'quality  of  the  developmental  environment -for  chlldrea  1n  .  . 

*  *  • 

group  care  settings.  { 
'-    •  Most  of  the  information-gathering  techniques  used  in  this  proj'ecfcan 
not  be. directly  applied  tp' health  care  by  those  unfamiliar  with  them;  they 
require  training,  an  understanding  of  what* the  information  means  and  why  it 
is* Important,  and  the  skills  to  'follow  through  responsibly  with  care.  Con- 
tinued  Research  will  increase  our  knowledge  about  the  importance  of  specific 
pieces  of.  information  and  the  most  beneficial  ways  to  provide  care  which"  can 

help.  •  * 
After  their  recent  study  Yarrow  and  his  colleagues  stated: 

Developmental  research  still  seems  to  be  asking  complex  questions 
in  oversimplified  form.   We  have  been  limited  by  our  simple  theoreti- 
cal Imodeis  and  Statistical  techniqjes  in  trying  to  deal  with  very 
complicated  Issues'.   Although  it  is  meaningful  to  ask  to  what  extent  . 
a  given  environmental  variable  makes  a  contr1but-1on  to  $pme  aspect 
of  infant  functioning,  we  also  need  to-ask  more  complex  questions 
about  How  environmental  variables  interact  with- each  other  and 
how  organismic  and  environmental  variables  interact.   Weaneed  in-  ~.« 
tegrative  models  to  consider  the  larger  environment, ,to  take. Into  . 
■account  many  variables  acting  together  on  the  infant,  to  consider 

'  *     contextual. variables  as'well  as  direct  influencesf.  (Yarrow,  Ruben-  . 

■     '  stein,  and  Pedersen,  1975,  p.  174.) 

In  our  study  we  made  every  attempt  \o  consider  the  context  of  the  larger 
environment  and  the'indirect  as  well  as  the  direct  influences.   We  too  rea- 
lize,  however,  that  further  work  remains  to  begone  in  understanding  the 
complex  interaction  of .the  multiple  force?  which  -shape  the  child's  develop- 
mental" world.    Our  plans  for  continued  analysis  include  searching  for  new 

■  •  •  • 

ways  to  construct  composite  patterns. from  our  infancy  data.   We  encourage 
others  to  join  in  trying  to  develop  explanatory  family' typologies  whttfi  can. 

%  ■ 

•      ♦  '  m 

serve  not  only  theoretical  purpose's  but  also  utilitarian  ones  in  case  \ 


decision-making. 

We  would -also  like  to  encourage  further  replication  studies  of  the 
assessment  framework  depicted  .in  our  conceptual  model.   These  are  especially 
needed  in  different  types  of  family  populations.   But  even  before  we  get' to  \ 
the  point  of  more  precise  predictive  screening  and  assessment  capabilities, 

we  have  enough  evidence  to  know  that  the  quality  of  the  environment  is  invi_  

portant  to  children  and  that-there  are  different  tacks  we  can  take  as,  pro- 
fessionals  to  b°e  sensitive  to  the  setting  of  child  development.    The  value 
of  the  systematic  assessment  perspective  has  already  been  recognized  in  nurs- 
ing  education  and  is  being  adapted  in  current  textbooks  (e.g.,  Erickson,  1976; 
Clark  and  Alfonso,  1976).    Many  of  the  concepts vand  methods  from  our  study 
have  been,  incorporated  by  health  care  professionals  in  our  own  university 
setting,  both  at  the  generic  and  graduate  levels. 

*  This  awareness,  this  sensitizing  process  is  the  result  we  consider  most 
important  to  share  from  our  work  to  date.    Recently  we  received  an  additional 
opportunity  to  disseminate  our  findings  emphasizing  this  perspective.  The 
Nursing  Child  Assessment  Satellite  Training  Program. is  funded  by  the  Division 
of  Nursing,  Health  Resources  Administration,  D.H.E.wJ    Different  visual  ahd 
television  modes  will  be  used  in  a  series  of  classes  beamed  at  sites  across 
tffe  country  to  present  our  findings  in  an  educational  format. 

Our  field  test  showed  that  systematic  information-gathering  procedures 
can  be. incorporated  into  existing  practice  routines.    Even  using  simplified 
versions  of  the  assessment  methods  as  we  did.'because  we~did  not  have  the 
.resources  to  provide  training  in  the  short  field  trial,  individual  personnel 

_^  •  -> 

Contract  #231-76-0*014,  Kathryn  Barnard  and  Robert  Hoehn,  Co-investigators. 

\ 
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did  show  increased, awareness  of  such  factors  as  maternal  perceptions  and 
mother-infant  Interaction.   With  these  insights  they  were  able  to  follow 

•  / 

through  with  some  of  the  implications  for  care.   We  caution  strongly,  how-  ,  } 

ever;  that  adequate-training  and -knowledge  are  basic  requisites  so  that  the'   

.  !  j  "  ' 

intent  of  systematic  assessment  is  not  lost  throjgh  irregular  interpreta-.  . 

'  *  j 

tions.   The  logical  place  to  provide  these  requisites  is  in  formal  basic  and 
specialty  programs.  'But  to  do  so  will  demand  a /hew  orientation  by  nursing 
educators. 

Receptivity  to  new  methods,  such  as  screening  and  assessment,  varies 
across  personnel  dependent  at  least  in  part  on  such  things  as  adequate  orienta=- 
tion,  supervisory  encouragement,  and  a  basic/level  of  resources  to  accomplish 
the  work  load.    But  our  experience  strongly  Suggests  that,  given  adequate 
preparation  and  facilitatiie  settings,  the  perspective  and  methods  of  our 

project  do  increase  the  sensitivity  of  thosejopen  to  trying  new  ways  of  prac- 

i  1 

tice.    And  they  do  open  ma'rjy  new  possibilities  for  care  strategies  based  on 

i  \ 

the  documented  characteristics  and  strengths  y.  different  families  and  their 
children. 

At  thfs  time  we  can  only  estimate  the  importance  of  specific  variables 

"   \  t  <  % 

which  can! best  serve  as  higlj  risk  characteristics^  practice  settings.  As 

we  have  pointed  out  repeatedly  in  this  report,  we\do  not  yet  know  which  char- 
acteristics and  combinations!  are  predictive  of  later  child  development  prob- 
lems.   So  it  is  with  some  temerity  that  we  specify  Ihe  factors  we  believe  to 
be  important  to  children  in  their  developmental  course.   But  such  a  summari- 
zation does  show  the  situation  as  we  perceive  it  based  on  our  work  L/this 
point    And  it  does  serve  as  a  baseline  for  further  refinement  in  the  future. 

■   We  have  stated  this  summary  /in  terms  of  an  ■,optima\l"  parent-infant  profile 
If  our  eventual  findings  follow  the  trend  of  others  (e.g\.,  Prechtl,  1967),  it 
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will  be  more  feasible  to  predict  those  Without  problems  than  those  with 
problems.    What  we  work  toward  then  is  the  epidemiology  of  healthy  develop- 
ment.   This  approach  not  only  stresses  the  quality  of  life;  it  also  provides 
more  direct  inferences  about  what  needs  to  be  done  to  promote  positive  situa- 
tions and  outcomes.  • 

The  following  table,  Nursing  Child  Assessment  Project,  Optimal  Parent 
Infant  Profile,  is  a  compilation  of  information  that  we  have  identified  as 
being  important  during  pregnancy  and  the  first  year,of  life.^  The  table  lists 
the  variable  sets  that  were  used -in  the  study.   These  invol  ve  the  variables 
related  to  the  mother  and  family,  aspects  of  the  psychosocial  support,  the 
amount  of  life  change,  the  parents.'  developmental  expectations,  the  mother's  - 
health,  the  mother's  perception  of  the  infant,  the  infant^  health  and  be- 
havior, specifically  the  infant's  sleep-activity  patterns,  and,  finally,  the 
mother-infant  interaction  and  the  general  stimulation  of  the  home  environment. 
We  feel  that  the  model  proposed  in  Chapter  8  suggesting  the  interplay  of  forces 
between  the  child,  parent  and  environment  is  an  extremely  crucial  part  of  any 
comprehensive  screening  and  assessment  plan  in  an  endeavor  to  predict  infants 
and  young  children  who  are  more  vulnerable  for  development.    We  feel  that  one 


of  the  major  outcomes  associated  with  the  assessments  developed,  particularly 
the  environmental  measures  in  this  study,  have  to  do  with  parenting  outcomes 
and  that  through  identifying  the  parents'  supporting  environment,  their  style 
and  ability  to  adapt,  and  the  characteristics  of  the  child,  a  sound  basis  for  — 


proceeding  with  decision-making  about  the  growth-fostering  potential^of  the 
\     child's  environment  is  highly"  probable. 

\ 


\ 
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NURSING  CHILD  ASSESSMENT  PROJECT 
OPTIMAL  PARENT-INFANT  PROFILE  1 


i  Prenatal  Newborn 


1  Month 


4  Months 


8  Months 


Mother'%  Psychosocial 
Assets 


12  Months 


Is  pleased  about  4  Is  satisfied  with  marriage  

pregnancy 

Has  someone  to     ^  Has  positive  feelings  about  motherhood  

share  concerns  • 

with   ts  satisfied  with  father's  Involvement  1n  child  care- 
Has  enough  physi-                                                               ,    ,  , 
cal  &  emotional  ^-  Has  positive  experiences  with  motherhood  

help  *  i 

Planned  the         ^  Has  adequate  help  1n  home  

pregnancy  « 

Little  dlsrup-  1 

tion  1n  plans  * 


Father  Involvement 


Parent  Mutuality 


Life  Change 


-Llving  with  family- 


Moderate  or  high*  participation  1n  child  care-  

'      Participates  1n  teaching  child- 


s 


Pleased  about 
pregnancy 

Gives  physical  &  n 

emotional  help    £  Is  concerned  about  child's  welfare  and  development 

Shares  mother's  1 

concerns 


/__ 

/ 

V 


-Oo  joint  decision  making  

 Agreement  on  child  rearlng- 

 Agreement  on  discipline— 


-Low- 


/ 
\ 

/ 


/ 


Parents'  Developmental 
Expectations 


Realistic  about 
when  Infant 
sees,  hears,  1s 
aware,  etc. 

AP  classes 


^--Recognize  increasing 
social  responsiveness-^ 


-Expect  Increasing  child 
mobility,  curiosity,  and 
Independence  


Mother's  Health 


Infant's  Health 


Maternal  Perception 
of  Infant 


"Infant  Behavior 


No  perinatal  complications 
Recommended  AP  &  Pp  care 


.2  Few  health  problems  ) 


.No  perinatal  complications' 

 Normal  growth  pattern  

--  -.—--Minimal  illness-— ------ 

(   Few  accidents,  none  serious- 

(  Recommended  well -child  care  


--> 


Pleased 
anticipation 


^—Perceives  infant  posi- 
tively compared  to 
other  children  )• 


Alert  for  good"  Responds  with  'Socially 
interaction       looking, move-  modulated 
ment  or  maizes  Behavior- 


Smooth,  coordT 

nated  moto/* 

behavior 
Habituates  to 

repetitive 

stimuli 
Cuddly 
Consolable 


Initiates         More  expTora- 
behavloral        tory  behavior 
"Interactions — Uses"  movements- 


sounds 

Attends  to 
mother's 
presence,  es- 
pecially voice 


more  fre- 
quently 
More  verbal 
Increased  mo- 
bility such 
as  crawling 


looking, 
listening 
for  a  purpose 


£  Moderate  motor  activity  

£  Low  irritability,  predominantly  good  m*od  

^—attends  to  specific  stimuli- 
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Optimal  Parent-Infant  Profile  (continued—page  2) 


Prenatal 


Newborn 


1  Month 


4  Months 


8  Months 


12  Months 


infant  Sleep-Activity 
Patterns 


Mother- Infant 
Interaction 


P 


Shows  pro- 
gressively 
regular 
patterns  of 
sleeping  & 
eating 

Has  at  least 
4  feedings/ 
*  day 


Sleeping  Begins  to  have  night 

through  the  awaj^nlngs  again, 

night  but  frequency  not 

problematic  to 

parents  * 

^  Regularity  of  night  sleep  > 


-Infant  can  adapt  to' changes 
in  hfs  daily  routine  


C  Mother  is  comfortable  during  interaction- 

- —  Mother  facilitates  learning  


<-- 


-Mother  encourages  exploration 
of  toys  and  objects  } 

£   Mother  provides  positive  feedback  ) 

-  ^--Mother  does  not  use 
forcing  controlling 

techniques  ) 

{  Infant  demonstrates  readiness  to 

learn  and  involvement   )t 

-Mutuality  and  adaptation  of  mother  and  infant 
behaviors  in  routine  caretaking  activities 
such  as  feeding   r™ ) 


^— Infa.it  becomes 
more  adaptive- 


Stimulation  in  the 
Home  Environment 


(not  measured) 


< 
< 

4 


<- 

<-■ 
<-■ 
<- 


<- 


-High  emotional  &  verbal 
responsivlty  to  child  > 

-Low  restriction  &  punishment— 

-Temporal  environment  organized— > 

-Appropriate  play  materials 
provided  7 

-High  maternal  involvement 
with  child  -> 


Vhe  timing  for  specific  entries  is  determined  by  the  age  of  most  importance  and  by  the  age  at  which 
the  dimension  was  measured  in  this  study. 

2As  listed  in  Appendix  2.1. 
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